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OVARIAN TUMORS 


HE reviews by Bernstein (17), Lynch 

(183), Murphy (209), Ries and Bueno 

(233), and Szathmary (261) are the 

source of much interesting information 
regarding the incidence, pathology, symptoms, 
and curability of malignant ovarian tumors. 
Szathmary’s 222 cases constituted 9 per cent of 
all genital carcinomas, and about 20 per cent of 
all ovarian tumors at the II Budapest Women’s 
Clinic. Malignancy was present in 17.3 per cent of 
Bernstein’s 1,101 ovarian tumors, about one- 
half of which were of the proliferating variety. 
Lynch’s 110 cases constituted 36 per cent of 302 
ovarian neoplasms, while Ries and Bueno found 
malignancy in only 17.1 per cent of 146 ovarian 
neoplasms. The most common form of malignant 
ovarian tumor was the papillary serous cysta- 
denocarcinoma. Eighty per cent of Bernstein’s 
cases, and 86 per cent of Lynch’s cases were of 
this type. Malignant pseudomucinous tumors 
were next in order of frequency. A small per- 
centage of the cases proved to be Krukenberg 
tumors, solid carcinomas, and squamous car- 
cinomas in dermoids, sarcomas, and embryonal 
tumors. Szathmiary divides his cases a little 

Part I appeared in the September issue. 


differently, but in all probability this is of aca- 
demic significance only. This author reports 
cystic carcinomas in 59.3 per cent, solid tumors 
in 33.3 per cent, and part-cystic, part-solid 
tumors in 7.4 per cent. Malignant tumors are 
very likely to be bilateral; this was true in 59 
per cent of Lynch’s cases, 55 per cent of Bern- 
stein’s, 45 per cent of Szathmary’s, and 72.5 per 
cent of Murphy’s. If only the papillary growths 
were considered, the percentages would be much 
higher. Therefore, the most usual ovarian car- 
cinoma is typically bilateral. The largest per- 
centage of women presenting malignant ovarian 
tumors are in the menopausal age. Two-thirds 
of Lynch’s patients were between forty and 
sixty years of age; and the average age of Szath- 
mary’s patients was 45 years. However, if ova- 
rian tumors, including simple follicie and luteal 
cysts, are considered in general, the average age 
of the patients in whom they are found is much 
younger. Bernstein considers the age incidence 
in another way: 58 per cent of the 139 women who 
were in the menopause had malignant tumors. 
Nine hundred and sixty-three of his patients had 
not reached the menopause. The possible rela- 
tionships of marriage and pregnancy remain 
obscure. About one-third of Szathmary’s pa- 
tients were nulliparous. Bernstein states that 
both benign and malignant ovarian tumors are 
about twice as common in nulliparous women as 
they are in the parous. Lynch found that one- 
third of the married women in his series had 
never become pregnant, and that among those 
who had been pregnant, abortions were unusually 
frequent. These facts suggested that women 
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developing malignant ovarian tumors may do so 
because of some functional genital abnormality. 

The symptoms are varied; they may be absent, 
or consist of a vague sense of pressure, or the pres- 
ence of a mass, pain, dyspnea, cachexia, and the 
like. Particular attention is called to the frequent 
association of menstrual irregularities. While 
no special form of irregularity is characteristic, 
variations from the normal are not uncommon. 
The special ovarian tumors with well defined 
hormonal activities, such as granulosa-cell tu- 
mors and arrhenoblastomata are excluded as 
they are to be commented upon separately. Both 
Chavaunaz and Roche (42), and Moulonguet and 
Leveuf (206) report a case in which uterine bleed- 
ing, presumably due to ovarian tumor, occurred 
long after the menopause. The case of the former 
proved to be a fibrosarcoma; that of the latter, 
a cystadenoma. These authors believe that post- 
menopausal uterine bleeding should suggest the 
possibility of an ovarian tumor. Pugliatti (229) 
states that one-half of the cases of malignant 
ovarian tumors are associated with menstrual 
disturbances; and bleeding is observed in one- 
third of the patients who have reached the meno- 
pause. While the bleeding is occasionally due to 
metastasis in the endometrium, or comes through 
the tube directly from the tumor, it is usually 
due to hyperplasia of the endometrium. Some- 
times hypomenorrhea or amenorrhea is found. 
This author investigated the content of pre- 
collagenous fibers in the endometrium under 
these various circumstances. Precollagenous 
fibers were increased in number in cases exhibiting 
hypomenorrhea or amenorrhea, and decreased in 
cases of menorrhagia and metrorrhagia. 

Ascites is a fairly common finding. Free fluid 
was found in 54 per cent of the cases operated 
upon in Szathmary’s series. When present, 
ascites is very suggestive of the type of tumor 
present. In g1 per cent of the cases with ascites 
in Bernstein’s series, the growth was a papillary 
cystadenocarcinoma. 

Lynch (183) brings out that the possibility of 
error in the diagnosis of ovarian tumors is con- 
siderable. In his series 15 per cent of the 302 
neoplasms were incorrectly diagnosed. When a 
mass is discovered there may be confusion as to 
whether it is ovarian or otherwise. Even if 
definitely ovarian, it may be impossible to tell 
whether malignancy is present or not. Jeanneney 
and Rousseau (150) report two cases of solid 
ovarian tumors, misdiagnosed as uterine fibroids, 
which illustrate how confusing the signs and symp- 
toms can be. Coexistent tumors may be confus- 
ing also. Because of these difficulties, laparotomy 
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should almost always be performed when a pelvic 
genital tumor is present (unless there is some 
special contra-indication), lest a malignancy be 
overlooked. 

The treatment recommended is surgery and 
roentgen therapy. All observers note a large per- 
centage of inoperable growths, but in general 
removal is recommended when possible even if 
metastases are present. Many operations are 
necessarily incomplete, or amount merely to an 
exploratory laparotomy. Sometimes difficulty is 
due to the advanced state of the growth, some- 
times to a variety of complications. Fekete (86) 
reports complications such as twist of the pedicle, 
necrosis, intraligamentous location, rupture of 
the cyst, and suppuration in 14.5 per cent of the 
cases operated upon for malignant ovarian 
tumors. Lynch obtained a 35.5 per cent five- 
year salvage, but only 11.8 per cent of the cases 
were absolutely free of recurrence. Szathmary 
reports a 31.6 per cent absolute five-year cure, 
and 45.5 per cent relative cure in operable cases. 
Only 18.7 per cent of the patients with bilateral 
tumors remained well for five years, while 60.8 
per cent of the patients with unilateral growths 
were cured. This author found also that he cured 
as many cases of unilateral tumor by simple 
removal, as by a more radical operation in which 
both ovaries and tubes and the uterus were re- 
moved. Therefore he recommends the simpler 
operation in childless or young women with 
unilateral cysts. He modifies the operation if the 
tumor is of a particularly malignant type. 

Roentgen therapy shortly after operation is 
recommended by all. Lynch doubts its efficacy 
in effecting cure, although he believes that it may 
prolong life. Szathmary, on the other hand, 
attributes his good results to the prophylactic 
value of roentgen therapy. Probably ovarian 
tumors vary in sensitivity to radiation, but both 
Lynch and Murphy believe that histological 
grading is of little value in determining this 
sensitivity. 

Lynch’s careful analysis, in which he found 
that 14 of his 22 cures occurred in cases showing 
small cancerous areas only in otherwise benign 
cystadenomas, leads him to a very gloomy con- 
clusion regarding the prognosis in cases of ovarian 
carcinoma. This is a striking demonstration 
which should make all of us very careful not to 
delude ourselves by a mere figure representative 
of a five-year cure. It is also brought out by this 
author that many patients who survive five years, 
have recurrences later. 

Leroux, Leuret and Weinroth (174) divide 
malignant ovarian tumors into five basic types 
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dependent mainly upon the type of lining cell. 
This work is purely an anatomical one and with- 
out clinical significance. 

Giant ovarian tumors are rare, particularly in 
this day and age. Hamlin (126) reports a case in 
which a semi-cystic tumor of 70 lbs. was found. 
The tumor was decompressed gradually and 
finally removed, with a good recovery. These 
tumors are rarely malignant. Hamlin quotes 
Ward’s article written in 1922 in which Ward 
reported a cystic tumor weighing 221 lbs., and 
collected 5 tumors from the literature weighing 
more than 225 lbs. 

Hurdon (147) reports 3 cases of uterine tumors 
secondary to cystic ovarian tumors. Two of 
these followed pseudomucinous cysts and 1 
followed a papillary cystadenocarcinoma. (For 
further data on the coexistence of ovarian and 
uterine carcinomas see the section on carcinoma 
of the uterine fundus.) Kirshbaum (156) describes 
a case in which a large metastatic ovarian car- 
cinoma developed secondary to a carcinoma of 
the vocal cords. 

Of some interest is the occurrence of car- 
cinoma in a dermoid cyst. While not reported 
frequently, Kent (154) believes that more careful 
pathological examination would reveal it much 
more frequently. This author studied 49 dermoid 
tumors and found 4 with malignant changes. 
There is nothing characteristic in the history of 
these cases. Szathmary (262) calls attention to 
the fact that a roentgenogram of the lower abdo- 
men may be of value in the diagnosis of teratomas. 
This author reports 167 (16.6 per cent) such 
tumors among 1,005 proliferating ovarian tumors, 
of which 6 showed areas of malignant degenera- 
tion. Only 1 tumor was a true teratoma com- 
posed entirely of embryonic tissue. Complica- 
tions such as rupture, necrosis, and infection were 
noted. Ascites was observed rarely. Twist of 
the pedicle was fairly common. DeQueiroz (64) 
reports a dermoid cyst with carcinomatous 
transformation. 

Malignant ovarian tumors in children are 
rare. There are 3 cases reported in the 1936 
literature. Atakam’s (8) case was that of a girl 
of twelve years in whom was found a voluminous 
sarcoma of the right ovary. Marked ascites and 
loss of weight were noted, but there was no 
precocious sexual development. Bjérkenheim 
(19) reports a malignant ovarian tumor in a 
child of six years associated with uterine bleeding, 
endometrial hyperplasia, and increase in the size 
of the breasts. Microscopically the tumor 
appeared to consist of embryonal mesenchyme. 
This neoplasm may have represented the sar- 


comatoid type of granulosa-cell tumor. The 
third case is reported by de Sa (65). The growth 
occurred in a girl of twelve years, and was a 
carcinoma. 

Two cases of ovarian sarcoma are reported by 
Schockaert (248) in connection with pregnancy. 
One occurred in a woman seven months pregnant, 
the other in a puerperal woman. While such 
tumors are rare in pregnancy, their occasional 
occurrence causes the author to believe that all 
pregnant women should be examined carefully 
per vaginam, and that if an ovarian tumor is 
found it should be removed at once. Hixson 
(144) describes a myxofibrosarcoma of the ovary, 
which occurred in a twenty-nine-year-old woman 
who complained of amenorrhea and a tumor mass 
extending upward from the lower abdomen to 
the umbilicus. 

A number of reports deal with the Krukenberg 
tumor. Cases are reported by Celentano (38), 
Conill (44), Delannoy, Driessens and Demarez 
(62), Fennel (88), Fernandez-Ruiz (89), Harms 
(128), and Zienkiewicz (286). Harms’s case is 
remarkable because the diagnosis was made on 
cervical biopsy. The significant finding was a 
positive mucin reaction, although no definite 
signet-ring forms were present. In several of the 
cases a carcinoma of the gastro-intestinal tract 
was demonstrated also, and in several no such 
lesion was found. Celentano reviews the litera- 
ture rather thoroughly and comes to the con- 
clusion that these tumors are always secondary 
to a growth in the gastro-intestinal tract. Fennel 
and Delannoy, Driessens and Demarez also 
subscribe to this belief. Celentano quotes Gau- 
thier-Villars who collected 355 cases from the 
literature and noted a gastro-intestinal lesion in 
288. The stomach was by all odds the most 
frequent site. The method of spread is unknown; 
it may be direct, or through the blood stream. 
Fennel brings out that a small cancer of the stom- 
ach may exist for a long time without symptoms 
and metastasize to the ovaries to form Kruken- 
berg tumors, the discovery of which leads to its 
diagnosis. Therefore, the presence of such 
tumors should always lead to a careful investiga- 
tion of the gastro-intestinal tract. These tumors 
are likely to be bilateral, and the normal shape 
of the ovaries is often preserved. Ascites may be 
present. The principal microscopic characteristic 
is the coexistence of glands and signet-ring cells. 
Delannoy, Driessens and Demarez raise the ques- 
tion of what to do if at laparotomy for the ovarian 
tumors a gastric origin is suspected and confirmed. 
If the patient is in good condition they advise 
gastrectomy, otherwise gastro-enterostomy. If 
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at operation for gastric cancer the ovaries are 
found to be involved, they advise oophorectomy. 

Within recent years a great deal of attention 
has been directed toward certain special ovarian 
tumors, the component cells of which are specifi- 
cally of the sex-cell type, such as the granulosa- 
cell tumor, arrhenoblastoma, disgerminoma, and 
Brenner-cell tumor. Some of these tumors are 
remarkable for their decided hormonal effects. 
Not all of them are malignant. During 1936 
numerous articles were published concerning 
these tumors; many of them are case reports 
only. Novak and Gray (215) give a useful 
clinical review of the characteristics of these 
various tumors, based upon a study of 42 granu- 
losa-cell tumors, 5 arrhenoblastomas, 11 dis- 
germinomas, and 6 Brenner-cell tumors. 

The granulosa-cell tumor may occur at any 
age, but is most common during menstrual life. 
It is not a common tumor. Sjévall (254) found 
4 (0.9 per cent) among 429 ovarian tumors at 
the Pathologic Institute in Lund. The tumor is 
often small, but it may reach very considerable 
proportions. The pathological anatomy is de- 
scribed in detail by Moulonguet and Varangot 
(207) in an article illustrated by beautiful colored 
plates. Microscopically these growths are made 
up of cells which resemble granulosa cells. 
Sometimes the cells appear to be luteinized. 
Quite frequently there are small bodies which 
resemble an early developing ovum. There may 
also be small bodies resembling diminutive 
corpora albicantes. A number of different forms 
may be assumed, the folliculoid, the cylindroid, 
the trabecular, and the sarcomatoid. The stroma 
is not particularly distinctive, but often takes on 
a sarcomatoid appearance. The various forms 
may occur side by side in the same tumor. 
Usually these tumors are benign in appearance 
and are well encapsulated. According to Moulon- 
guet and Varangot about 20 per cent are malig- 
nant; and when these tumors are malignant the 
malignancy is high-grade. According to Meyer 
these tumors originate from cell rests (genital 
ridge) which differentiate toward the female side. 
Like true granulosa cells, they produce quantities 
of female sex hormone, or estrin. An increased 
amount of this substance has been demonstrated 
in the blood of patients with such tumors, which 
has decreased after removal of the tumors. 
Meyer, Thornton, and Neumann have produced 
estrus in animals with extracts of granulosa-cell 
tumors. Gospe (116) reports a bio-assay of a 
granulosa-cell tumor in which he found 3.2 mouse 
units of estrogenic material per gram of fresh 
tumor tissue, or 36 mouse units per gram of 


desiccated tissue. The production of large 
amounts of estrin is responsible for the menstrual 
symptoms which are observed in these cases. In 
the very young precocious sexual development 
results. During the period of genital activity 
there may be either menorrhagia or amenorrhea. 
After the menopause uterine and endometrial 
hyperplasia develop and give rise to bleeding 
which is often periodic. This bleeding is charac- 
teristic, and often leads to the diagnosis of 
granulosa-cell tumors even in the absence of a 
palpable tumor. Hermann (136) reports a case 
and discusses the radiosensitivity of these 
growths. In his case there was marked endo- 
metrial hyperplasia and menorrhagia. Two 
castration doses of x-rays were given without 
effect. Hermann found 4 cases in the literature 
in which the failure of an x-ray castration dose 
necessitated operation. Several other cases were 
found reported in which a cancer dose had been 
given, with definite cure in 3. He concludes that 
the radiosensitivity of granulosa-cell tumors is 
largely a matter of proper dosage, and recom- 
mends a dosage of from 800 to 1,200 r. Moulon- 
guet and Varangot state that while these tumors 
are quite sensitive to radiation, regression of the 
growth is brief. Fisanovi¢ (94) reports 2 cases in 
children seven and ten years of age respectively. 
Both children died of recurrence after operative 
removal. Barzilai (13), Felletar (87), Peters- 
burgskij (221), and Kelley and Gnassi (153), 
each report a case. Wolfe and Kaminester (281), 
report 2 cases. Szathmary (263) reports a case, 
of interest because 360 mouse units of hormone 
were demonstrated in the urine postoperatively. 
Hofman (145) describes a case in which there 
were bilateral tumors. In all, according to 
Moulonguet and Varangot (207), about 250 
cases had been reported up to the time of the 
publication of their article. 

At the opposite end of the scale of tumors devel- 
oped from sex cells are the arrhenoblastomas. 
These tumors are similar in structure to the fetal 
testicle, and may resemble any stage of its devel- 
opment, so that some are made up of undiffer- 
entiated cells, some show primitive cords, and 
some exhibit well developed tubules. Often these 
tumors produce the male sex hormone. The effect 
of this hormone is particularly distinctive, 
transforming the secondary sexual characteristics 
of the individual from “femaleness” to ‘“male- 
ness.” When highly differentiated these tumors 
look like testicular adenomas, the adenoma 
ovarii testiculare described by Pick in 1903. 
When poorly developed their appearance may be 


sarcomatoid, and it is very difficult to differ-. 
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entiate them from the sarcomatoid variety of 
the granulosa-cell tumors, to which they are very 
closely related indeed. According to Meyer 
their origin is similar to that of the latter, both 
types of tumors coming from undifferentiated 
germinal epithelium, the one differentiating 
toward the female side to form the granulosa-cell 
tumor, the other differentiating toward the male 
side to form the arrhenoblastoma. According to 
Schiller’s (242) description of the arrhenoblas- 
toma, in the earliest stage it looks like a cellular 
fibroma; in the next phase trabecule correspond- 
ing to the embryonic cords but without sperma- 
togonia appear. These trabecule are thin and 
consist of only two cell layers; the cells are high 
columnar with their axes parallel to the axis of the 
cell column. As maturity is approached, a lumen 
develops between the two cell layers. Fat-laden 
cells similar to the Leydig cells of the testicle 
form in the connective tissue between the large 
cell columns. The highest stage in development 
is the canalicular form, the testicular adenoma of 
Pick described above. The latter is similar to 
and often found in the rete of the testis. Like 
the rete, it exerts no hormonic action. The most 
distinctive feature of the arrhenoblastoma is its 
masculinizing effect. However, as Schiller empha- 
sizes when judging the biological effect, one must 
be careful to distinguish between defeminization 
and masculinization. For instance, atrophy of 
the breasts and amenorrhea are not typical symp- 
toms of masculinization, but may be due to other 
causes. The most characteristic signs of mascu- 
linization are marked growth of hair on the face 
and body, deepening of the voice, and hyper- 
trophy of the clitoris. Additional symptoms 
listed by Schockaert (247) are amenorrhea and 
sterility, assumption of the masculine body form, 
coarsening of the skin (often acne), atrophy of 
the uterus and the healthy ovary, and diminution 
of the libido or even a tendency toward homo- 
sexuality. These symptoms disappear after the 
removal of the tumor. Schockaert describes an 
arrhenoblastoma in a woman of twenty-six years. 
The tumor gave rise to typical masculinization. 
On removal, it was yellow in color and small in 
size. These findings are characteristic of these 
tumors. Six months later, most of the signs of 
masculinization had disappeared. Plate (223) 
reports 3 cases in women thirty-seven, forty-nine, 
and sixty years old respectively. Evidence of 
masculinization was present in all. Ahumada 
and Calatroni (2) report a case four and one-half 
years after removal of the tumor. At this time, 
complete feminization of the individual had be- 
come re-established. These authors emphasize 
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the benignity of these growths. Baldwin and 
Gafford (11) describe a typical case in a negress of 
twenty-four years. Gnassi (111) reports a case in 
a woman of forty-three years, remarkable because 
multiple small tumors were present. Removal of 
the tumors resulted in the restoration of a femi- 
nine habitus. 

Schiller advances the theory that as cases of 
histologically characteristic arrhenoblastomata 
without masculinizing effect have been observed, 
it must be assumed that the masculinizing effect 
becomes evident only when anlagen of masculini- 
zation are present. Such anlagen are not present 
in all women. Masculinization occurs only 
through the coincidence of these anlagen with an 
arrhenoblastoma. Schiller believes that anlagen 
are present also when masculinizing adrenal 
tumors are found. This author further examines 
critically the cases of masculinization reported in 
association with lutein tumors and granulosa- 
cell tumors. He does not believe that the associa- 
tion is authentic. He believes that in the former 
case the tumors were probably adrenal, not luteal; 
and in the latter, that the symptoms of true 
masculinization were lacking. 

A third member of this group of ovarian 
tumors is the disgerminoma, or seminoma. Meyer 
believes this tumor is derived from absolutely 
undifferentiated germinal epithelium. Giant cells 
and epithelial cylindrical structures reminiscent 
of the seminiferous tubules may be found. Be- 
cause of the lack of differentiation of these cells, 
no hormone is produced. None of the reported 
cases exhibited hormonic effects. Klaus (157) 
reports 5 cases. He believes that the disger- 
minoma grows slowly, but is of low malignancy. 
He states that these tumors are susceptible to 
radiation. Doederlein’s (71) case in a girl of 
nineteen years illustrates that the disgerminoma 
is a dangerous tumor. The original growth was 
the size of a fetal head at term at the time of 
removal. After a short time, recurrence took 
place in the other ovary. This was removed. 
Death followed shortly after from generalized 
recurrence. One of Fauvet’s (85) three patients 
died of recurrence; the patient in the case reported 
by Masciottra and Etcheverry (187) died also. 
The latter patient survived four years before 
there were any signs of the recurrence. Gentil 
(108) reports 6 cases of ovarian seminoma, all of 
which were malignant. Kleijn (158) reports a 
case in a girl of sixteen years, and reviews the 
literature. Pre-operative diagnosis is usually 
impossible. Fauvet states that they are very 
elastic on palpation. The evident malignancy 
of these tumors indicates radical operation. 
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The fourth and last member of this special 
group of ovarian tumors is the Brenner-cell 
tumor. This tumor has also been reported under 
the names, oophoroma folliculare, adenofibroma 
cysticum papillare ovarii, and folliculoma. Four 
cases are reported by Fauvet (84), 4 by Gaines 
(104), 1 by Delannoy and Bédrine (60), 1 by 
Proescher and Rosasco (227), and 1 by Smith 
(256). Gaines found 72 eases reported in the 
literature up to the time of his article, which 
with his 4 cases made a total of 76. Among the 
cases reported in 1936, the age of the patients 
varied between forty-one and sixty-two years. 
According to Gaines’ review 60 per cent of the 
tumors occur after the menopause. All of the 
authors agree that these tumors produce no hor- 
monic effect and are not malignant. They are 
usually unilateral. Fauvet, Gaines, Novak, and 
Proescher and Rosasco subscribe to Meyer’s 
theory that these tumors originate from the un- 
differentiated cell bodies of Walthard. While 
Walthard bodies may be found on structures 
other than the ovary, e.g. the tube, Fauvet 
believes that these tumors are characteristically 
ovarian and could not originate from serosal nests. 
The microscopic picture is quite characteristic. 
Epithelial strands and masses are found lying in 
a dense fibrous stroma. Cystic spaces are often 
formed by central necrosis of the epithelial 
masses. The cells resemble squamous cells: they 
may be oval or polygonal. The cell membrane 
is well marked and the cytoplasm is very pale. 
These cells contain a colloid material which gives 
the tumors the appearance of pseudomucinous 
tumors, to which they are genetically related. 
Proescher and Rosasco quote Meyer’s work 
in which he divides Brenner tumors into two 
groups: (A) the solid form with typical Brenner 
epithelium; and (B) the cystadenoma form with 
small or medium-sized nodules containing typical 
Brenner epithelium, with and without areas of 
pseudomucinous epithelium. 


CARCINOMA OF THE FALLOPIAN TUBE 


A total of 25 new cases of tubal carcinoma are 
reported, 2 by Charache (40); 1 each by Held 
(132), Loogwinskij (180), Bloomfield (21), Gail- 
lard (103), Dannreuther (58), Randall (230), 
and Leuret (176); 10 by Schmidt (244); 3 by 
Lanyik (168); and 3 by Robinson (234). The 
last author was able to collect 48 cases from the 
literature published since the collection of 301 
by Nurnberger, from 1932 to the beginning of 
1935, making a total of 349 cases reported to that 
date. It is pointed out that this condition con- 
stitutes less than 0.5 per cent of all genital 


tumors. Cases have been reported in individuals 
from eighteen to seventy-three years of age. The 
greatest age incidence lies between the ages of 
forty and fifty years. There is no new informa- 
tion regarding its cause. Both Charache and 
Gaillard believe that chronic inflammation pre- 
disposes to the condition. A variety of symptoms 
are described: pain, watery discharge, bloody dis- 
charge, and temporary disappearance of pain 
after a gush of fluid. The signs are those of a 
salpingitis or an adnexal tumor of any origin. 
Diagnosis before operation is practically impos- 
sible. Indeed many cases have been incorrectly 
regarded as inflammatory in origin even at opera- 
tion, and the correct diagnosis was revealed only 
in the laboratory. For this reason it is advised 
by Schmidt that in the presence of large inflamed 
adnexal tumors in the climacteric age radical 
removal of the genitalia should be performed. 
Frequently both tubes are involved. The growth 
is usually papillary or papillo-alveolar. Tuber- 
culous adenosalpingitis may sometimes produce 
pictures which simulate carcinoma; otherwise 
there is no difficulty in making a pathological 
diagnosis. 

However, all of the authors report that the 
prognosis is gloomy. Only rarely have the 
patients survived beyond three years after op- 
eration. The treatment is radical removal of the 
genitalia. Subsequent x-radiation is recommended 
by some. 


CARCINOMA OF THE VULVA AND VAGINA 


Carcinoma of the vulva is a comparatively rare 
form of genital malignancy, occurring in from 2 
to 4 per cent of cases according to Blair-Bell and 
Datnow (20). Ninety per cent of the vulval 
malignancies occur as squamous carcinoma. 
They usually occur after the menopause and are 
not related to previous child bearing. The clitoris 
and labia are the most frequent sites. With Taus- 
sig (265) and others these authors believe that 
leucoplakia is a potent predisposing condition 
and go:so far as to say that if all cases of leuco- 
plakia could be treated effectively the incidence of 
vulval carcinoma would be cut in half. The growth 
may be papillary or ulcerative. Symptoms are 
pruritis, swelling, appearance of a lump, and a 
foul, bloody discharge. The inguinal and femoral 
glands may become involved after a short time. 
Distant metastases are rare. Taussig (265), 
Blair-Bell and Datnow (20), and Kuestner (164) 
advocate radical vulvectomy with removal of 
the regional, the inguinal and femoral, glands. 
Den Hoed (63) removes the local growth with a 
diathermy needle and employs subsequent radia- 
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tion. He removes the groin glands only when they 
are suspicious. Taussig calls attention to the 
fact, however, that many of the women are old 
and cannot expect to live five years under any 
circumstances, while others present a condition 
too advanced for operative treatment. He was 
unable to operate upon 25 per cent of his cases. 
He has now performed 43 complete operations 
with 2 deaths (4.6 per cent). Of the 23 patients 
operated upon over five years ago, 15 are well 
(65 per cent). Blair-Bell and Datnow report 10 
of 22 patients alive and well from five to twenty 
years. Mouen (205) observes that cancer of the 
clitoris occurs as a part of vulval cancer in 16 
per cent of the cases. With proper operation a 
11.7 per cent five-year cure has been obtained. 
He reports a case treated by vulvectomy; the 
patient died of recurrence in one year. Schreiner 
and Wehr (249) report 148 cases of vulval and 
clitoridean cancer treated by local fulguration 
and irradiation of the regional glands. Five-year 
cures were obtained in 42 per cent of the cases 
in which the lesion was local and in 18 per cent 
of all the cases. Koeveslegethy (159) reports 59 
cases of vulval cancer of which the 47 inoperable 
ones were treated by 1,000 to 2,000 mgh. of 
heavily filtered radium. Five-year cures were 
obtained in 13.1 per cent of this group. Carranza 
(36) describes his results in 120 cases. He 
attempts to suit his operation to the type of case, 
and believes that some type of operation, even 
simple removal, should be done in all but the 
most advanced cases. Hansen (127) advises 
radical operation in one sitting when the clitoris 
is involved, because of early spread to the regional 
glands. 

Esmann (80) in reporting a case states that 
melanosarcoma of the vulva has been reported in 
the world literature only 82 times, according to 
Kehrer in the Veit-Stoeckel Handbook of Gyne- 
cology. The average length of life after diagnosis 
is eighteen months, only a few of the patients 
remaining alive after three or four years. 

Urethral tumors are rare. Carcinoma of the 
urethra was encountered 16 times in 3,105 
malignancies of the female genitalia by Schreiner 
and Wehr (249). Watson (277) reports 17 cases 
seen over a twelve-year period. Den Hoed (63) 
reports that 16 urethral cancers were noted at 
the Cancer Institute in Amsterdam between 1915 
and 1932. Desaive (67) reports 2 cases. The 
usual symptoms are bleeding and difficulty in 
urinating. The prognosis is extremely poor no 
matter what the form of treatment. Watson 
advises coagulation, surgical removal, and post- 
operative radiation. Of his 17 patients, 7 exhib- 


ited groin metastasis. Three of the 17 died within 
six months, 1 within two years, and 1 after seven 
years and four months. Two were lost from 
observation. Eight remain under observation, 
2 of whom are alive more than five years after 
treatment. Desaive favors local radiation followed 
by resection of the inguinal glands. Den Hoed 
states that radiation was always employed at 
Amsterdam. Their five-year salvage was 31 
per cent. Lazarus and Schneider (169) describe 
an operative method: (first step) formation of a 
suprapubic fistula and insertion of a catheter; 
(second step) burning out of the urethra and 
adjacent bladder; (third step) radiation; (fourth 
step) removal of the inguinal glands; (fifth step) 
radiation of this area. A patient upon whom this 
operation was performed regained continence 
after a reconstructive operation. Hidalgo and 
Fernandez-Cano (138) reported a nut-sized tumor 
on the posterior urethral wall which turned out 
to be an angioma with an epithelial covering. 
This tumor was removed by electrocoagulation. 
The authors state that such tumors may recur. 
Carcinoma of the vagina occurs in from 0.19 to 
3 per cent of genital malignancies, according to 
various authors. Filho (go) reports 2 cases in 
women thirty-six and forty-eight years old, 
respectively, and takes occasion to review the 
salient facts concerning this disease. According 
to this author, vaginal cancer occurs most fre- 
quently in women between twenty-one and forty 
years of age (in 4o per cent of the cases). 
There is no definite cause, but trauma and inflam- 
mation may play an important réle. Veit refers 
to 6 cases observed after the use of a pessary. 
However, the disease may occur in nulliparous 
women. Leucoplakia has been emphasized as 
an important precursor by many authors. 
Vaginal cancer may assume 2 forms: one in which 
a diffuse granular growth covers the vaginal 
mucosa more or less completely, and the other in 
which there is a localized elevated or ulcerated 
growth. The latter is likely to erode into what- 
ever viscus is adjacent and, thus, frequently lead 
to vesicovaginal and rectovaginal fistula. His- 
tologically, the growths are squamous-celled 
except for the few rare adenocarcinomas arising 
from Gaertner’s-duct remnants. The posterior 
vaginal wall is the most frequent site. Regional 
metastases may occur quite early. Distant 
metastases are rare. The glands involved depend 
upon the site of the original lesion. Tumors in 
the lower portion of the vagina metastasize to 
the inguinal glands, while those in the upper 
vagina spread to the iliac and lumbar glands. 
Symptoms are bloody or serosanguinous foul dis- 


| 
| 
i 
2 
1 
| | 
_| | 


288 


charge, pelvic pain, and bladder or rectal symp- 
toms, depending upon the location of the growth. 
From a diagnostic point of view, ulcerated lesions 
must be differentiated from those of syphilis and 
tuberculosis. Ideas of the proper treatment vary. 
The prognosis is always bad. Filho (go) favors 
operation when the growth is well confined, and 
radiation in advanced cases. Weibel’s figures for 
1925 are quoted: of 25 cases of cancer of the 
upper vagina in which radical removal was carried 
out from above, 5 (20 per cent) terminated 
fatally, and 8 (32 per cent) were cured for over 
five years. Franz operated upon 7 of 18 cases, 
and cured 1 for six years. Gornich and Philips 
reported 53 cases radiated in Bumm’s clinic; of 
10 which were operable, 3 were cured; and of 40 
which were inoperable, 7 (13.7 per cent) were 
cured. Franque reported 1 five-year cure in 7 
cases which were radiated. Westmann had five- 
year cures in 12 per cent of his cases. Carranza 
(35) prefers radiation except in the rare case in 
which the lesion is small, circumscribed, and 
accessible. 

Carossini (34) considers the subject in detail. 
The facts he brings out are in accord with those 
related previously. He favors surgical treatment. 
Wide excision through paravaginal incisions is 
recommended when the cancer is confined to the 
posterior vaginal wall. Cases of this type almost 
never remain free of recurrence. When the growth 
involves the anterior wall and cervix, radical 
abdominal removal of the genitalia is performed. 
When the cancer involves the rectum, this organ 
must be removed also. Such mutilating opera- 
tions with so little prospect of cure do not seem 
very attractive to the reviewer. Held (133, 134) 
prefers radiation and employs a modification of 
the Regaud method. Roentgen therapy is com- 
bined with the radium. Of 8 patients so treated, 
5 are still alive, 2 for more than five years, 1 for 
three years, and 2 for less than a year. 


RARE MALIGNANT TUMORS 


Sarcoma of the Uterus. Sarcoma may arise in 
the wall of the uterus, in a fibromyoma, or in the 
endometrium. Its incidence is not large when 
compared with that of carcinoma. It occurs in 
I or 2 per cent of all uterine tumors according to 
Delannoy and Driessens (61) and Teittinen (266). 
During 1936, 1 case was reported by Potter (226), 
1 by Villard, Caillot and Contamin (272), 5 by 
Bobbio (22), 5 by Care (33), 2 by Teittinen (266), 
4 by Delannoy and Driessens (61), 1 by Visher 
(273), and 1 by Ahumada, Prestini, and Ahumada 
(3); a few additional cases in which sarcoma and 
carcinoma were associated were also reported and 
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will be commented upon separately. Most 
interest centers around the occurrence of sarcoma 
in fibromyomas as this condition can rarely be 
diagnosed and therefore constitutes a serious 
clinical problem. The incidence of sarcoma 
occurring in fibroids is given as from o to 10 per 
cent. Care gives it as 0.22 per cent, Teittinen in 
a review of ten articles as 3 per cent, Potter in a 
review of the literature as from 0.6 to 1 per cent, 
Daniel (54) as 12.3 per cent, and McFarland (193) 
in a review of 27 articles as from o to 1o per cent. 
McFarland asks the question: Why does the 
reported incidence vary so widely? He observes 
incontrovertibly that the incidence must neces- 
sarily depend to some extent upon the thorough- 
ness with which malignant areas are sought. He 
believes that there is considerable variation in 
the criteria of malignancy, and that many cases 
are reported in which the diagnosis is incorrectly 
based upon microscopic evidence only, without 
clinical correlation or follow-up. In this author’s 
opinion these tumors do not arise from a change 
in the muscle cells, a “malignant degeneration,” 
but originate from cell-rests; that is, these 
tumors are malignant from their inception, and 
are not merely fibroids which have become malig- 
nant. Criteria of malignancy are enumerated in 
detail. Since these changes have been found in 
tumors which have not recurred, McFarland 
wonders if perhaps recurrence and metastasis 
are not the only proper criteria of malignancy. 
Others have argued that these tumors originate 
in the muscle and not in the connective tissue. 
According to Care (33), the muscle-cell origin 
has the most adherents. He found 126 cases 
reported in considerable detail. In 48 the origin 
was stated as muscle, in 12 connective tissue; in 
1 both; and in 65 no statement was made. Of 76 
cases, the cell type was spindle in 31, round in 5, 
both in 4, mixed in 22, and smooth muscle in 8. 
Care’s review also calls attention to the following 
salient points: 

The diagnosis is usually not made pre-opera- 
tively, the signs and symptoms being those of 
uterine fibroids. Suggestive of the condition are 
rapid growth of the tumor, the reappearance of 
symptoms after the menopause, and the occur- 
rence of foul discharge. The mass is often soft 
or cystic. Grossly, the appearance may suggest 
brain or fish; often hemorrhagic areas are present. 
The following microscopic findings are charac- 
teristic: enlarged cells varying in size, shape, and 
staining reaction; irregularity in the arrangement 
of cells; hyperchromatic nuclei; giant cells; de- 
crease in stromal fibrous tissue; thinness of 
vessel walls; numerous mitotic figures, and inva- 
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siveness. The incidence is greatest in patients 
between forty and fifty years of age. There is no 
special relation to the marital state, parity, or 
the menopause. These tumors almost always 
occur in the body of the uterus, and are more 
common in submucous than in either intramural 
or subserous growths. While the fibroids are 
usually multiple, malignant changes are generally 
present in one fibroid only. 

In the cases reported in which the result was 
noted, there was a fairly high percentage of early 
recurrence and death. The prognosis must always 
be guarded. Bobbio (22) warns that all growing 
fibroids after the menopause should be viewed 
with suspicion. He advises roentgen irradiation 
after operative removal. Delannoy and Driessens 
(61) bring up the important consideration of the 
danger of treating fibroids by irradiation. If 
irradiation is used routinely, those cases in 
which sarcoma is present may easily be over- 
looked until it is too late. Indeed, this is a 
possibility in any case of fibroids treated by 
roentgen irradiation. Daniel (54) raises the 
question: Does sarcoma develop more often in 
irradiated fibroids? A number of reports in the 
literature led him to believe that this is the case. 
He therefore believes that surgery is the best 
treatment for fibroids. Unfortunately the major- 
ity of the cases in which cures have resulted have 
been those in which sarcoma was discovered 
postoperatively, well confined to a fibroid mass. 
When there are symptoms and signs present 
suggestive of sarcoma, generally speaking, the 
case is not curable. 

Other forms of uterine sarcoma receive scant 
mention in the past year’s literature. Visher (273) 
reports a botryoid sarcoma in a woman of sixty- 
four years, which filled the vagina at the time of 
diagnosis. The patient refused treatment and 
died in eight months. This form of uterine 
sarcoma is more common in younger women, and 
is sometimes seen in children. It is more com- 
mon in the cervix than the endometrium. 

Of considerable interest is the association of 
sarcoma and carcinoma in the same tumor. In his 
report on 4 rare malignant tumors of the uterus, 
Wilkening (279) describes a carcinosarcomatous 
polyp in a woman of sixty-eight years. Daniel 
and Lazarescu (56) report a similar tumor occur- 
ring in a short-pedicled polypoid mass in the 
uterine wall. Histologically, there was an adeno- 
carcinoma, which in some areas was definitely 
squamous in character; in the center of the mass, 
the stroma presented the characteristics of a 
spindle-cell sarcoma. In 1928, Albrecht gathered 
from the literature a total of 51 tumors of this 
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type occurring in various locations. Daniel and 
Lazarescu were able to find 16 cases with involve- 
ment of the uterus in the literature. Virchow has 
warned against the error of designating tumors 
in which a carcinoma assumes a sarcoma-form as 
sarcocarcinoma, or vice versa. 

Sarcoma of the Cervix. Cases of sarcoma of the 
cervix are reported by Kraemer (161), Luker 
(182), Scollo (252), and Binet and Devain (18). 
Kraemer’s 2 cases occurred in women thirty-four 
and thirty-six years old, respectively. One 
woman presented a large polyp; the other a diffuse 
growth of the cervix with metastases. The latter 
died within five months after radium treatment. 
The former was apparently cured by panhysterec- 
tomy. Luker’s case occurred in a woman of 37 
years; the tumor was also polypoid in form. The 
case of Binet and Devain was that of a woman of 
34 years, whose vagina was filled with a fist-sized 
tumor coming from the cervix. This differed 
from the common botryoid form. Complete 
operative removal failed to cure the patient, and 
she died within six weeks. Scollo’s patient was a 
woman of 71 years, who had been treated with 
radium four years before fora presumed epithelioma 
of the cervix. No biopsy was made. A stenosis 
of the upper vagina occurred, back of which fluid 
accumulated to form a cystic uterine tumor. 
Upon removal a sarcoma was found. The ques- 
tion of the réle of radiation stenosis in the produc- 
tion of this tumor is raised. The possibility that 
the original growth for which radium was given 
might have been a sarcoma was not discussed. 
All authors agree that the prognosis in cases of 
sarcoma of the cervix is always bad. 

Other Pelvic Sarcomas. An extremely rare case 
of a primary sarcoma of the round ligament is 
described by Constantinesco and Albu (45) in a 
woman of 29 years. An equally rare case of 
lymphosarcoma of the parametrium in a woman 
of 27 years is described by Tobilewitsch (268). 
This tumor had attained the size of a fist, and 
was the cause of vaginal bleeding. The fact that 
this patient was still alive and well eight years 
after removal of the tumor was remarkable. 

In his description of retroperitoneal pelvic 
tumors, Miller (201) mentions the occasional 
occurrence of various types of sarcoma in this 
location. These tumors are discussed from the 
angle of the confusion that they may cause in 
diagnosis. Usually these cases are hopeless. 

A curious malignant tumor, which they call a 
genital blastoma, is described by Le Lorier and 
Isidor (172). This tumor presents a varied 
appearance; the morphological aspects observable 
in the course of organogenesis may be reproduced, 
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as if under some hormonal stimulus a dediffer- 
entiation had taken place, leading to a reproduc- 
tion of the embryonic form. In the case described, 
the uterus contained a cauliflower growth. The 
right tube was enlarged toward the peripheral 
end, and was similar in appearance to a pyosal- 
pinx. Section revealed a thin-walled cavity filled 
with a whitish tumor mass. The right ovary was 
slightly enlarged and cystic. The left tube was 
smaller than the right, but contained a similar 
granular tumor. The left ovary was normal. 
Microscopic examination of the tubes revealed a 
papillary growth similar to the vegetative ovarian 
tumors. In the muscle layers of the uterus were 
elongated cystic spaces lined by endothelial-like 
cells, suggesting the epi-oophoron. Vegetations 
were also present in the muscle layers. The 
stromal cells in some areas showed all transitions 
between the usual adult forms and the epithelial 
cells of the vegetative growth. Many of these 
cells looked like syncytial cells. Papillary pro- 
liferations were also present on the peritoneum. 
The uterine tumor presented a varied picture; 
close to its attachment to the myometrium, it 
looked like the usual adenocarcinoma of the cor- 
pus; farther out in the lumen, it appeared as a 
more papillary structure, like that in the tubes. 
The stromal cells varied from typical fibroblasts 
to epithelioid cells, indistinguishable from those 
of the tumor proper. In the myometrium beneath 
the serosa were a number of cystic spaces and deep 
indentations of the serosa, suggestive of endome- 
triosis; the stroma in this location was also of 
ambiguous character. The lining of the uterus 
elsewhere than at the tumor site resembled 
Wolffian epithelium. Vegetative growths with 
ambiguous stroma were present also on the sur- 
face of the right ovary and on the extragenital 
peritoneum. The authors believe that such 
blastomatous growths are embryonic in origin. 
They interpret the undifferentiated elements as 
cells which have retained or re-acquired the 
evolutive potential of the cells of the celomic 
sexual eminence. This same case is described and 
discussed by Le Lorier, Isidor and Maricot (173) 
in a different journal. Isidor (148) reports 2 
other cases, 1 uterine and 1 ovarian, which he 
believes were of the blastomatous type. Areas 
typically sarcomatous, others typically epithelial 
were present, as well as variations between the 
two. He states that several such tumors have 
been described. Some believe them to be separate 
coincident tumors; others believe them to be 
carcinomas presenting a sarcomatoid appearance 
in some areas; still others explain them as due to 
dedifferentiation. 


Mesodermal Mixed Tumors. Tumors of this 
type are rare in the uterus. An excellent report 
by Meikle (198), in which he reports a case and 
reviews the literature, includes a detailed descrip- 
tion of these growths. He states that the mixed 
tissues in these tumors are essentially heterotopic 
to the uterus and that the growths possess a high 
degree of malignancy. The average age of the 
patients with corporeal tumors was 55 years, and 
with cervical tumors 31. The corpus is the more 
common site, in the ratio of 1.45 to 1. The 
tumors usually arise from a fairly narrow pedicle; 
those of the corpus may have a more diffuse 
origin. The macroscopic appearance varies con- 
siderably, more particularly between those of 
corporeal and those of cervical origin. The cervi- 
cal growths often assume a botryoid form; they 
are aborescent and composed of grape-like 
vesicles. They may grow as large as a fetal head 
at term. Superficial areas of necrosis are com- 
mon. On section, white, yellow, red, and brown 
areas are seen. Cystic cavities containing blood 
and pus are often present. In this connection, 
Yourkévitch and Khmélevsky (283) state that 
what are ordinarily called racemose sarcomas of 
the cervix and vagina are usually mesodermal 
mixed tumors. The corporeal tumors are usually 
polypoid, sometimes single, sometimes multiple. 
They are commonly submucous. The botryoid 
form is rare in the body. Corporeal tumors may 
attain a larger size than the cervical; they are 
firmer, lobulated, or papillary, and often contain 
cartilage visible to the naked eye. Microscopi- 
cally, the tumors are composed of a large number 
of heterologous elements, the number and rela- 
tive proportions varying with each tumor. A 
most characteristic tissue is a loose connective 
tissue, myxomatous in appearance. Most observ- 
ers regard this as embryonic mesenchyme from 
which the other tissues are derived. Others con- 
sider this tissue true myxoma. Constituent cells 
are star-shaped or triangular, with long protoplas- 
mic strands running from the points and meeting 
those of other cells, thus producing a loose net- 
work. Cell nuclei are round or oval, usually 
single. The intercellular substance is clear or 
slightly granular. Groups of small round cells 
resembling lymphocytes have been observed. 
These may represent the most primitive cells 
present. Spindle cells, similar to the constituent 
cells of a pure spindle-cell sarcoma are often 
present. Giant cells have been observed in many 
cases. Striated muscle has been found in many 
mixed tumors, in 14 of 25 cervical tumors, and in 
20 of 42 corporeal tumors. Striated fibers are 
often difficult to find, probably because many are 
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only embryonic fibers in which the cross striation 
is not well developed. The presence of large cells 
resembling embryonic myeloblasts is suggestive 
of these fibers. One of the most characteristic 
heterotopic elements is hyaline cartilage. It is 
immature in type, present only in very small 
areas. It was noted in 28 of 45 corporeal tumors 
and in 20 of 31 cervical. Osteod tissue is of rare 
occurrence. Fat has been reported in a few cases. 
Nerve tissue has been described in 2 cases. 
Smooth muscle has been observed, but this tissue 
is not heterotopic. Extreme vascularity is a com- 
mon feature, therefore hemorrhages into the sub- 
stance are frequent. A remarkable feature is 
the completeness of the epithelial covering. 
Tumors of the body are covered with columnar 
epithelium, those of the cervix with squamous or 
transitional epithelium. Probably the stroma 
and epithelium are stimulated to growth by a 
common factor. In support of this idea is the 
fact that carcinomatous change has been noted in 
the epithelial covering in a number of cases. 
Glands which closely resemble the normal glands 
of endometrium or cervix have been found fre- 
quently and probably represent inclusions. The 
line of demarcation between the tumor and uter- 
ine wall is usually sharp. When local invasion 
occurs, it is commonly the spindle-shaped cells 
which are the invaders. The malignancy of a 
particular tumor bears no relation to the amount 
of local invasion. 

Metastases. The pelvis is the most common site 
of the secondary deposits. The deposits often 
form enormous masses, and are usually diffuse and 
amorphous. Common sites are in the parametria, 
broad ligaments, vagina, and peritoneal cavity. 
The ovary and pelvic lymph nodes are rarely 
invaded. The lungs and pleure are the most 
common sites for remote metastases. Metastases 
are diffuse and amorphous; usually they do not 
reproduce all of the heterologous elements. The 
picture is commonly one of spindle-cell sarcoma, 
myxosarcoma, or both. 

Histogenesis. Meikle believes that the hetero- 
topic elements are derived from an undifferen- 
tiated embryonic tissue which then undergoes 
differentiation, rather than that they are derived 
from tissues present in the uterus which have 
undergone hyperplasia. The various hypotheses 
regarding the origin of these tumors are reviewed. 
The author believes that the tumors arise from 
cell rests of primitive mesodermal tissue which 
have been deposited along the line of backward 
growth of the Wolffian ducts. Some of these cells 
may migrate within the substance of the uterus, 
thus accounting for the position of those found 
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away from the line of Gaertner’s ducts. The 
stimulus to neoplasm formation, whatever it may 
be, acts first on the uterine epithelium, and 
usually results in a formation of carcinoma alone. 
Occasionally, however, this neoplastic stimulus is 
conveyed to a uterus containing embryonic meso- 
dermal cells. Both the epithelium and the em- 
bryonic mesoblastic tissue are stimulated to 
growth. The latter grows so fast that the 
epithelium has no time to develop invasive 
properties, but grows enough to cover the tumor. 
Occasionally the epithelium becomes malignant 
also. When compared with mixed tumors in other 
locations, the incidence of malignant change in 
the epithelium of the uterine tumors is much 
lower. 

Symptomatology. In general the symptoms are 
similar to those of carcinoma in the cervix or 
fundus. Bleeding, foul discharge, and the passage 
of bits of necrotic tissue are the usual symptoms. 
Urinary frequency, and the presence of a tumor 
are fairly common. 

Diagnosis. A diagnosis based on clinical 
grounds is often difficult. Cervical tumors must 
be distinguished from polypi, hydatid mole, and 
cancer. Mixed tumors of the body are even more 
difficult to diagnose, as they are easily confused 
with carcinomas, sarcomas, and fibroids. Micro- 
scopic examination is usually necessary. Even 
this is not infallible, since a single section may 
suggest sarcoma or miss the growth entirely. 

Treatment. The results of treatment have been 
uniformly bad, only one patient having survived 
for five years following operation. On theoretical 
grounds, the author prefers radical hysterectomy 
with removal of the upper half of the vagina and 
the regional lymph nodes, followed by deep x-ray 
therapy. 

Gucci (122) describes a case of a mixed tumor 
of the right broad ligament in a woman of forty- 
seven years. Microscopically this tumor appeared 
to be benign. Unfortunately the patient died of 
pneumonia. 

Probably the connective-tissue mixed tumor of 
the tube described by Scheideler (240) should 
also be placed in this category. The tumor was 
both submucous and intramuscular, contained 
cartilage, fat, muscle, and angiomatous areas. 
Scheideler designates it a chondro-angiolipofi- 
broma. 

Perithelioma. A tumor of this type occurring in 
the cervix is described by Celentano (39). Peri- 
thelioma is defined as a tumor arising from the 
investing cells of vessels: in other words, it is a 
specialized type of endothelioma. Except in the 
early stages, the appearance is not very char- 
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acteristic, and may resemble sarcoma or carcino- 
ma. Indeed, a number of authors deny that there 
is a specific tumor which may be called a peri- 
thelioma, and call such tumors sarcomas; while 
still another group calls them carcinomas. The 
author believes that there is such a tumor, the 
characteristics of which are as follows: 

1. The tumor originates from the investing cells 
of the vessels. The association with blood vessels 
is the most characteristic feature, and when not 
found, because of propagation away from the 
vessels and then degeneration, may preclude a 
proper diagnosis. 

2. Its component cells may be cubical or cylin- 
drical, and contain large nuclei in a granular 
cytoplasm. Each cell is likely to differ from its 
neighbor. 

3. The stroma is an abundant connective tissue 
containing but few vessels. The stroma and 
parenchyma are intimately associated, much more 
so than in the case of carcinoma. Silver staining 
demonstrates the presence of collagen and pre- 
collagen in relatively large quantities. 

Celentano says that very few cases of peri- 
thelioma of the cervix have been reported. He 
believes that this is true because many cases are 
confused with inflammatory lesions of the cervix, 
sarcoma, and carcinoma. In the case reported, 
the growth presented as a small vegetation on the 
right side of the cervix and bled easily on ma- 
nipulation. 

Miscellaneous. Rust (237) reports a case of 
Gaertner’s-duct adenoma of the cervix in a woman 
of 41 years. The complaint was bleeding. A 
small red area the size of a linseed on the pos- 
terior cervical lip could be seen. This failed to 
stain with iodine. Biopsy revealed the true nature 
of the condition. The author thinks that removal 
is advisable as a prophylactic measure, lest malig- 
nancy occur. Kotz (160) reports 2 cases in which 
small cysts of the cervix presented in women 
thirty and thirty-two years of age. The lining 
was composed of cubical cells. According to the 
author, these were Gaertner’s-duct cysts. 

Rockstroh (236) describes a plum-sized, multi- 
locular, cystic tumor blocking the introitus and 
springing from the anterior vaginal wall. This 
proved to be lined by an epithelium which was 
thought to represent the fetal structure of Gaert- 
ner’s duct. 

Jaernecke (149) reports a case of adenocar- 
cinoma of Bartholin’s gland in a girl nineteen 
years old. He states that only 40 such cases have 
been reported in the world literature. 

Ahumada and Schlossberg (4) report a sweat- 
gland adenoma of the vulva in a woman of 41 


years. The microscopic characteristics are de- 
scribed. The authors were unable to decide 
whether it was truly malignant or not. 


ENDOMETRIOSIS 


The literature on endometriosis appearing dur- 
ing the year 1936 deals principally with the 
presence of endometrium-like tissue in a variety 
of locations, the problems of diagnosis arising 
therefrom, symptoms, signs, and a discussion of 
the theories of origin. McLean (194) reports 
6 cases of endometriosis of the large bowel, 3 of 
the rectovaginal septum, 2 of the rectosigmoid 
junction, and 1 presenting a mass in the lower 
sigmoid as well as a second endometrioma in the 
upper rectum. He differentiates this condition 
from carcinoma of the large bowel. Its occurrence 
is rare when compared with that of carcinoma, 
6 cases of endometriosis to 200 cases of carcinoma 
during the same twenty-year period. The symp- 
toms are intensified during the menstrual period. 
Vague abdominal pain, cramps, and constipation 
are apt to be present. If the lesion is in the lower 
rectum there may be pain on defecation. Occa- 
sionally there is bleeding. Actual obstruction is 
rare. On examination there is a palpable mass. 
Proctoscopic examination reveals very little bulg- 
ing of the mucosa. Roentgenographic examina- 
tion after a barium enema is of little value. If the 
condition is visualized at laparotomy it resembles 
a scirrhous carcinoma, but there are three impor- 
tant differences: (1) it does not tend to encircle 
the bowel; (2) the tumor can be lifted up as a 
discrete “‘button”’; and (3) no lymph glands are 
involved. If the patient is at or near the meno- 
pausal age, radiation of the ovaries is the treat- 
ment of choice. Occasionally /ocal removal with 
cecostomy is indicated. McLean favors Samp- 
son’s theory of origin. He calls attention to the 
fact that sites of predeliction are those where the 
peritoneum is folded irregularly, e.g. at the um- 
bilicus, the cul-de-sac, and the internal inguinal 
ring. 

Three cases of endometriosis of the umbilicus 
are reported by Strongin (259) occurring in women 
aged thirty-three, forty, and forty-three years, 
respectively. One of these cases followed laparot- 
omy. He states that a total of 68 cases of en- 
dometriosis in this location had been reported up 
to the end of 1935. 

Weis and Fobe (278) report a case of endome- 
triosis occurring in a repaired perineal laceration. 
Eventually the tumor attained the size of an egg. 
At the time of menstrual periods it became 
swollen, tender, and blue; often a few drops of 
blood exuded from it. Six similar cases are quoted 
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from the literature. Cotte (47) adds 1 case of 
diffuse endometriosis of the uterus to the 10 which 
he and Trillad reported in 1933. The patient was 
thirty-seven years old, and had never been preg- 
nant. She complained of a great deal of pain on 
the second and third days of menstruation, a 
symptom which was common to the entire pre- 
vious group of 10. The symptoms were relieved 
only by supravaginal hysterectomy. On micro- 
scopic examination many well developed islands 
of endometrium-like tissue were found. 

Skorpil (255) discusses endometriosis of the 
vagina, vulva, and labia in an exhaustive manner. 
The common clinical symptoms of swelling of the 
tumors, intratumoral bleeding and pain at men- 
struation, are described. Such lesions are desig- 
nated as heterotopic, as opposed to internal or 
orthotropic lesions. Heterotopic growths may 
also be intra-abdominal. In the world literature 
this author was able to find only 5 cases of endo- 
metriosis of the vagina and 9 of the labia. Endo- 
metriosis of the vagina may be implanted either 
primarily or secondarily. In the former case the 
lesion always occurs in the midline. This fits in 
with the dysontogenetic theory of Meyer, who 
found a specialized epithelium in the midline 
similar to that of the muellerian ducts, and attrib- 
utes endometrium-like growths in this location to 
a development of these undifferentiated anlage 
from hormonic influence, trauma, or the like. 
This type of growth differs from the implanted 
growth found in the labia; such a growth always 
follows trauma. The latter variety supports 
Sampson’s theory. Also in support of this theory 
are the cases of endometriosis which develop in 
the abdominal wound after cesarean section or 
supra-vaginal hysterectomy. Inconsistent with 
the theory are the cases in which endometriosis 
develops in the abdominal wound after operations 
not entailing the opening of the uterus, such as 
appendectomy. The author is of the opinion that 
the implantation theory is correct for the cases of 
endometriosis occurring in the rare locations de- 
scribed, but for all other cases the condition is 
best explained by Heim’s dysontogenetic theory 
which states that endometriosis develops from 
embryonal rests of meso-endothelium and mesen- 
chyme. 

Gonzales-Marmol (114) discusses the anatomy 
of the condition and five theories of origin. The 
theories are (1) the embryonal, (2) the theory of 
Cullen, that there is a penetrating growth from 
the endometrial cavity, (3) the metaplasia theory 
of Ivanoff and Meyer, (4) the implantation theory 
of Sampson, and (5) the metastatic propagation 
theory of Halban. 


The possibility of carcinoma developing in 
endometriotic areas is an interesting one. Hauser 
(130) reports a case, and states that he was able 
to find only two others reported, one by Cullen 
and one by de Snoo. Hauser’s patient was a 
thirty-two-year-old woman whose periods had 
been profuse since their inception. Many thera- 
peutic measures were tried to control the excessive 
bleeding to no avail. Finally hysterectomy was 
decided upon. The uterus contained a tumor in 
its posterior wall. This tumor was honeycombed 
with areas of endometriosis, many of which pre- 
sented definite malignant characteristics. 

On the basis of his experiments, Zaleski (285) 
reports on the influence of mechanical and chem- 
ical factors in stimulating the growth of endo- 
metriotic implants in young female rabbits. Small 
bits of endometrium were taken from the uterine 
horns, ground up, and implanted in various loca- 
tions, such as under the skin of the ear, under the 
vaginal mucosa, on the surface of the intestines, 
and in the liver. When these locations were 
re-examined from fifty to three hundred days 
later, small cystic, nodular growths were found in 
about half of the cases. In a series of 30 cases, 
iodine was injected into implanted foci. On re- 
examination definite epithelial deposits were 
found in 18. This author believes that mechanical 
and chemical stimuli favor the development of 
adenomyosis. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


Sear, H. R.: Some Notes on Craniostenosis. Brit. 
J. Radiol., 1937, 10: 445. 


The premature fusion of one or more sutures of 
the skull causes craniostenosis. In this condition 
the skull growth is not in proportion to the growth 
of the brain, resulting in a skull which is too small 
for its contents. According to which suture or 
sutures become fused, the skull becomes differently 
shaped: such as, steeple-shaped or acrocephalic, 
egg-shaped or oxycephalic, turret-shaped or turrice- 
phalic, boat-shaped or scaphocephalic, asymmetrical 
or plagiocephalic. According to the author and 
others, “‘craniostenosis is essentially a dystrophy of 
the membranous bones.”” However, since in achon- 
droplasia there is a definite craniostenosis of the 
bones of the cartilaginous base of the skull, it might 
be clearer if we call craniostenosis of the vault, 
membranous craniostenosis, and that of the base, 
cartilaginous craniostenosis. 

-There have been many theories regarding the 
cause of craniostenosis, of which the theory of 
Rieping’s seems the most plausible. He believes 
that the malformations are ‘‘determined by a varia- 
tion in the germ plasma’”’ and cause a dislocation 
toward the sutures of the primary ossific centers. 
The moving of these primary ossific centers toward 
the sutures causes the premature fusion. That 
heredity plays a part in the etiology of this condition 
is strongly supported by Crouzon’s description of 


Fig. 1. Marked oxycephaly in the infant. 
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hereditary craniofacial dysostosis, which is one of 
the forms of craniostenosis. 

The degree of deformity in craniostenosis varies 
greatly. In some cases none is apparent, while in 
others, such as oxycephaly with its high, short, 
broad head, flattened occiput, and protruding 
slanty eyes, the deformity is marked and typical. 
Craniostenosis usually begins in early infancy and 
stops at the time that bone growth ceases. Hydro- 
cephalus, spina bifida, meningocele, hypertelorism, 
or wide spacing of the eyes, and webbed hands or 
feet are often found with craniostenosis. 

The x-ray findings consist of more or less deformity 
of the skull, premature fusion of one or more sutures, 
thinning and “thumbing” of the vault, and altera- 
tions in the basal angle of Welcher, which may be 
flat, kyphotic, or invaginated. 

Among the clinical manifestations of cranio- 
stenosis besides the deformity may be mentioned, 
periodic headache, convulsions, psychic anomalies, 
and defects in the senses of sight, hearing, and 


Fig. 2. Craniostenosis: scapho-plagio-cephaly. 


300 


I 

] 
0 

4 * - i1 
\ 

H 
fi 


SURGERY OF THE HEAD AND NECK 301 


smell. The intelligence varies greatly, sometimes 
being normal and at other times subnormal, or, 
according to some authors, above normal. 

No mention is made of treatment. Long ago 
Osler recommended decompression and ventricular 
puncture. The abstractor believes that preventive 
neurology may be of value in craniostenosis. 

Davip J. Impastato, M.D. 


EYE 


Hagedoorn, A.: Paget’s Disease of the Eyelid Asso- 
ciated with Carcinoma. Brit. J. Ophth., 1937, 21: 
234. 

A patient had been under treatment for trachoma 
for years. The left eye together with the posterior 
part of the lids was removed. A xerosis of the con- 
junctiva was found together with infiltration of 
lymphocytes and plasma cells beneath the xerotic 
epithelium. The cells filling the meibomian glands 
strongly resembled those of basal-cell carcinoma. 
One year later the patient returned complaining of 
a small tumor under the upper eyelid. No other 
tumor or metastasis could be found. A complete 
exenteration was done. The tumor was a carci- 
noma. The condition of the lid simulated Paget’s 
disease with some features resembling Bowen’s 
disease and a nodule which proved to be a carci- 
noma. VirciL Wescott, M.D. 


Frost, A. D.: Leiomyoma of the Iris. Am. J.. Ophth., 
1937, 20: 347. 


In a review of the literature, Frost found only one 
other authentic case than his own of leiomyoma of 
the iris. His was the second case in which the 
pathological findings were sufficiently definite to 
justify this diagnosis. The other case was reported 
in 1923, by Verhoeff, who reviewed the literature 
and contributed an excellent description of the 
pathological histology of this lesion. 

Two cases which have since been reported as 
leiomyoma by Velhagen and by Bossalino are 
questionable in that neither of these authors demon- 
strated the presence of the characteristic myoglia 
fibrils by differential staining. 

Clinically, leiomyoma is relatively benign. Its 
outstanding pathological characteristics include a 
structure of interlacing, closely packed bundles of 
spindle cells with rod-shaped nuclei in palisade 
arrangement, displaying eosinophilic cytoplasm and 
myoglia fibrils. Leste L. McCoy, M.D. 


Anderson, R. G., and Gray, E. B.: Spasm of the 
Central Retinal Artery in Raynaud’s Disease: 
Report of a Case. Arch. Ophth., 1937, 17: 662. 


Ocular complications in Raynaud’s disease are 
infrequent, and spasm of the central retinal artery 
is exceedingly rare. 

The cause of Raynaud’s disease is notknown. 
The disease passes through three stages: local 
syncope, local asphyxia, and local gangrene. The 
first is characterized by vasoconstriction which 


makes the affected parts pale and cold. The fingers 
and toes are the parts usually involved; but the 
disease may affect the ears, nose, lips, chin, and 
nates. There is a feeling of deadness usually accom- 
panied by severe pain and paresthesia of the parts. 
This stage is followed by local asphyxia or cyanosis. 
The asphyxia may persist for weeks or months before 
gangrene starts. The parts are usually affected 
symmetrically. The disease is seldom fatal. 

The authors review the history of ocular involve- 
ment in Raynaud’s disease and then report a case 
in which there seemed to be no doubt as to the 
diagnosis as the patient had been seen by many 
physicians who concurred in the diagnosis. 

Immediate hospitalization for possible lumbar and 
cervical sympathectomy in this case was refused, 
and when the patient was last seen the vision of the 
right eye was the barest perception of light in a small 
area in the temporal field. The fundus picture was 
unchanged. The patient had not been bothered 
with coldness of his toes and fingers for three weeks 
and was still taking potassium iodide. 

Lesiie L. McCoy, M.D. 


EAR 


McNally, W. J., Erickson, T. C., Scott-Moncrieff, 
R., and Reeves, D. L.: Clinical Observations on 
Bone Conduction. J. Laryngol. & Otol., 1937, 52: 
295; 375: 


The purpose of this research was to investigate 
the acuity of bone conduction ina series of patients 
in whom the presence of an intracranial lesion had 
been proved either at operation or post mortem. 
Complete hearing and vestibular tests were made 
before and after operative procedure, and extreme 
care was used in selecting the instruments for test- 
ing the hearing. The clinical material comprised fifty 
patients with known intracranial lesions. 

The material was divided into five groups, the 
first group comprising patients on whom encepha- 
lography and ventriculography were being done. In 
this series no appreciable change in the hearing was 
noted in any patient examined within twenty-four 
hours following either of the two procedures. It 
must be concluded that procedures which pre- 
sumably cause changes in intracranial pressure do 
not affect the hearing. 

Nine patients were examined following removal 
of cerebral tissue. Seven showed a slight loss of 
hearing, but this could not be associated with any 
special brain lesion. 

In the fourth group, comprising patients with 
tumors and abscesses of the cerebellum, three showed 
a slight loss of hearing. In a single case of tumor of 
the cerebellopontine angle, the hearing improved 
postoperatively. 

In eight cases of nerve tumor all of the patients 
had pre-operative high-grade nerve deafness and 
gave no vestibular response. 

In the summary the authors state that twenty-two 
of thirty-seven patients suffered some loss of hearing, 
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but the loss of hearing was not typical of the brain 
lesion except in the cases of the eight nerve tumors. 
Three methods were used in testing bone conduc- 
tion, i.e. with the monochord, the audiometer, and 
the tuning fork. One method was no more suitable 
than the other. The 512 fork is best for bone con- 
duction and the monochord necessary for checking 
the upper tone limit. Accurate results can be given 
only after all three tests and air tests by masking 
have been made. Joun F. Detpn, M.D. 


MOUTH 


Kaplan, I. I.: Radiation Therapy of Malignant 
Lesions of the Lip. Radiology, 1937, 28: 533. 


The treatment of the malignant lip is based upon 
the age of the patient; the position, extent, and site 
of the lesion; whether or not the lesion is ulcerated 
and infected; and whether or not lymphatic glandu- 
lar involvement is present. The younger the patient 
the more drastic is the treatment required to control 
the malignant process. In older patients with local- 
ized lesions surgery with postoperative irradiation 
is often the method of choice. 

In most of the 160 cases treated by the author the 
lip lesion was a squamous-cell epithelioma. Treat- 
ment was carried out either by surgery and irradia- 
tion, or by irradiation alone. In all cases it was 
begun with irradiation of the gland area of the neck 
and draining of the lip lesion, which was followed 
by local treatment of the lip. Irradiation of the 
glandular areas of the neck may be done with high 
voltage roentgen-rays, or radium in the form of a 
pack. Details of the technique and dosage are given 
in connection with both agents. When node dissec- 
tion in the neck has been decided upon, pre-operative 
roentgen therapy of 150 r units to each side on six 
consecutive days is followed by surgery within three 
weeks. 

Following irradiation of the lymph-node areas of 
the neck, the local lesion is treated with surgery, 
radium, or roentgen rays, or a combination of these. 
In cases in which the lesion of the lip is localized with 
slight induration, and in old persons with small local- 
ized lesions in which no metastatic involvement is 
visible or palpable, the entire malignant area may be 
removed by surgical excision. After healing of the 
local wound, radium may be applied to the area of 
operation with a molded surface applicator of wax 
or rubber and left in place for a sufficient time to 
deliver the required predetermined dose. The dose 
depends on the extent and type of the original lesion, 
and the amount of surgery performed in its removal. 
In cases in which block dissection of the lymph nodes 
of the neck is carried out simultaneously with or 
subsequent to the local lip resection, postoperative 
high-voltage roentgen therapy is given to the neck. 

When the local lesion is to be treated with radium, 
the method employed depends on the location and 
extent of the lesion. Small localized areas may be 
treated by the application of surface molds or direct 
contact application of gold seeds. Both of these 
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methods are described in detail. Local lesions may 
also be treated by the implantation of radium, radon 
needles, or radon gold seeds. The technique followed 
is given at length. Occasionally, when there is a 
large, bulky tumor growth, removal of the excessive 
malignant tissue with endothermy followed by 
radium therapy, is advisable. 

In cases in which radium is not available or in 
which there is a very large ulcerating infectious, 
bulky tumor involvement of the lip, intensive roent- 
gen therapy may be administered. Detailed informa- 
tion of its application is included. 

Recurrences occasionally appear at the site of the 
previously healed lesion or just beyond its periphery. 
When small they may be eradicated with surgery 
and the remaining malignant tissue may be treated 
with irradiation or by the insertion of small radon 
contact seeds. 

In cases in which neck nodes persist after irradia- 
tion, the nodes may be removed surgically or treated 
with interstitial radium therapy. 

A study of his cases led the author to the following 
conclusions: 

Carcinoma of the lip is most commonly present in 
males over forty years of age. It rarely occurs on the 
upper lip. Chronic irritation is an important cause. 
Excessive smoking has been indulged in by most of 
those so afflicted. 

Syphilis has little influence as only a very small 
number of the patients, less than 2 per cent, gave a 
positive Wasserman reaction. 

Metastatic lymph nodes were not common con- 
comitant occurrences and, when present, indicated 
advanced disease with a poor prognosis. Local re- 
currence and metastasis were infrequent sequele in 
cases which did not exhibit lymph-node involvement 
before the local lesion was treated. Lymph-node 
metastasis occurred infrequently in cases in which 
the local lesion had been completely eradicated by 
intensive treatment. 

The results of irradiation in cancer of the lip, 
based on the study of 160 cases, compared favorably 
with those following surgery, with the added ad- 
vantage of showing no immediate operative mortal- 
ity. Moreover, mutilating scars are very much less 
likely to occur following irradiation. 

Hartunec, M.D. 


Romeyk, A.: The Genesis of Necrosis of the Hard 
Palate after Local Anesthesia (Zur Genese der 
Nekrosen am Harten Gaumen im Anschluss an die 
oertliche Betaeubung). 1936: Cologne, Dissertation. 


The author considers, in detail the various possi- 
bilities of the development of necrosis of the hard 
palate, which were also pointed out in the work of 
Wassmund and Hammer. The author is of the 
opinion that a number of causes considered by the 
latter authors are no longer allowed to occur in the 
light of our present knowledge in the field of den- 
tistry. After serious study of the question he con- 
cludes that there are only three possibilities which 
explain the occurrence of necrosis of the palate: (1) 
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an unavoidable injury of one of the large vessels of 
the hard palate with resultant thrombosis; (2) an 
idiosyncrasy of the patient to adrenalin; and (3) an 
internal disease of the patient in its early stages, 
which the patient keeps from the knowledge of his 
dentist, such as, lues or diabetes, and which is not 
usually recognized without more intensive examina- 
tion. (Gertacn). Jacos E. Kier, M.D. 


Martin, H. E.: Peroral X-Radiation in the Treat- 
ment of Intra-Oral Cancer. Radiology, 1937, 28: 
527- 

Intra-oral malignancies are generally not very 
sensitive to irradiation and therefore they require 
both external and interstitial exposure for their 
control in most cases. In this combination of 
methods, the external irradiation is given first in 
daily divided doses over a period of from two to 
three weeks, and is then followed immediately by 
the implantation of a small or moderate dose of 
radon seeds. Adequate dosage is commonly attended 
by certain untoward effects, both immediate and 
remote in the adjacent normal tissues; and it was 
with a view towards obviating these as much as 
possible when roentgen rays are used, that the 
author devised the technique described in this 
article. 

One of the best methods of prevention is to em- 
ploy the open mouth as the portal of entry so that a 
narrow beam of roentgen radiation strikes the tumor 
area without first traversing an overlying layer of 
normal tissue. An essential factor in doing this is 
the use of metal cylinders attached to the tube- 
holder, which serve to separate the lips and jaws, 
to retract certain normal intra-oral structures in the 
approach to the tumor, to limit the beam of radia- 
tion to the desired area and volume, and to insure 
its correct direction to the tumor. For this purpose 
metal cylinders of brass tubing lined with lead, in 
various sizes (2.5, 3, 3.5 and 4 cm. in diameter), 
were constructed. All of these fit into a master 
cylinder or cone so as to be readily interchangeable. 
The various shapes and sizes are illustrated. Also 
several positions of the patient for treatment of 
lesions in different locations are shown. 

In selecting cases for treatment by this technique, 
one should make certain that the growth is of suit- 
able size and position to be approached through the 
open mouth. The exact factors of the technique are 
decided upon and recorded before the patient is 
taken to the roentgen-treatment room. Each case 
will require its own modifications and adjustments. 
The set up for various lesions is illustrated and 
shown diagrammatically. 

In superficial lesions 1oo-kv. rays are used, but 
for most cases 200-kv. rays are used. The size of the 
total dose will depend on a number of factors, such 
as the size of the portal, the position and histological 
character of the growth, and the intended supple- 
mentary dose of seeds. In the average case, such as 
a tumor 2.5 cm. in diameter on the lateral border of 
the tongue, the author would use a cylinder 3 cm. 
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in diameter, and apply a daily dose of from 200 to 
250r up to 20 times for a total dose of from 4,000 to 
5,000 r, and immediately thereafter would implant 
from 6 to 8 millicuries in seeds. For larger portals, 
4 cm. in diameter, in the same location, the dose is 
reduced to from 150 to 200 r daily for a total of from 
3,000 to 4,000 r in the same period. Smaller portals, 
2.5 cm. in diameter, may be given from 350 to 4oor 
daily for a total of 6,000 r or more. The doses are 
measured in air at the target-skin distance. 

The author makes no claim for priority of the 
method advocated. He has used it with numerous 
variations of technique since 1931 and finds it of 
great value in most tumors of the oral cavity. With 
it he has observed marked decrease in the incidence 
and extent of complications due to irradiation. 

Hartune, M.D. 
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Maes, U., Boyce, F. F., and McFetridge, E. M.: 
Further Observations on Thyroid Disease in a 
Non-Endemic Area. Ann. Surg., 1937, 105: 700. 


The authors report a series of 662 cases of thyroid 
disease of which 341 were reported previously. 
Goiter in Louisiana is non-endemic except in certain 
regions. 

Roughly half of the cases occurred in negroes; but 
while in the first series half of the goiters in the 
negroes were toxic, in the second series only about 
one-third were toxic. The operative mortality in 
the negro remained stationary at around 12 per 
cent, while the white mortality dropped from 9.6 to 
2.8 per cent. In women the incidence and severity 
of the thyroid toxicity rises in proportion to the 
admixture of white blood, but thyroid disease in the 
coal-black male negro seems to be much more severe 
than in the mulatto. The operative mortality of 
toxic goiter in the male negro is 28.6 per cent. 

Sixteen of the deaths from the thyroid disease 
were medical; all of the patients had been admitted 
in a hopeless state. As most of the deaths are 
due to liver dysfunction, the authors selected the 
hippuric-acid test as a test for liver function, which 
has proved valuable from a prognostic, pre-oper- 
ative, and postoperative point of view. However, 
this test did not indicate other types of visceral 
damage, such as congestive heart failure or respira- 
tory failure. Frep S. MopErn, M.D. 


Schipatschoff, W. G.: Epidemic Goiter (Zur Frage 
des epidemischen Kropfes). J. internat. de chir., 
1937, 2: 


Schipatschoff states that during the past few 
years little attention has been paid to epidemic 
goiter. Eighteen years ago he had the opportunity 
to observe in East Siberia two cases of acute stru- 
mitis. He found that immigrants and freshly im- 
ported. domestic animals were attacked by the 
disease shortly after their arrival. It was peculiar 
to note that these outbreaks occurred in early and 
late autumn, i.e., at the onset of the cold season. 
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The first noticeable symptom was a swelling of 
the thyroid gland. The condition was further char- 
acterized by dilatation of the blood vessels of the 
neck and puftiness of the face. The pulse rate varied 
between 120 and 130 per minute; there were 
tremors, irritability, dermographia, and in a few 
cases enlargement of the salivary glands. The clinical 
picture resembled most closely that of a formes 
frustes of Basedow’s disease. The white blood count 
revealed a leucocytosis, and the red count showed 
in the human being an increased color index accom- 
panied by anisocytosis, polychromatophilia, and an 
increased number of reticulocytes. 

The pathological picture was that of a paren- 
chymatous goiter with an irregular enlargement of 
the follicles. In the domestic animals the condition 
produced abortion in cows and the young were born 
completely naked. 

Little is known about the cause of epidemic and 
endemic goiter. The three most common theories 
are (1) that there is an insufficient iodine intake; 
(2) the toxic infectious theory, and (3) the infectious 
theory. In order to clarify the problem the author 
conducted a series of experiments to determine the 
role of cockroaches and bed bugs as carriers in the 
production of epidemic goiter. He found that in 
the aforementioned district the bread, flour, pre- 
pared dough, and water were often contaminated 
with fecal material of cockroaches. He fed a series 
of rabbits and rats with fecal material of cock- 
roaches and with molds cultivated from the feces. 
All of the experimental animals were imported from 
districts free from disease. The fecal material was 
finely ground with water, mixed with oats, and 
administered to the animals. 

In this series of experiments the thyroid gland 
was found to be enlarged after twenty days, and on 
histological examination the parenchyma of the 
gland had undergone hyperplastic changes. After 
forty days the gland was found to have reached its 
normal size again. 

In a second series of experiments on white rats, 
the animals were fed with molds cultivated from 
the fecal material of cockroaches. In this series the 
animals invariably developed severe thyroid lesions. 
Microscopic examination of the gland revealed a 
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severe hyperemia and a marked increase in its 
parenchyma in various places. The colloid was 
found to stain less intensely than in the control 
animals. 

Blood collected from bed bugs which had fed on 
rabbits and injected into normal animals failed to 
produce the disease, and blood from diseased indi- 
viduals injected into normal subjects also gave 
negative results. The author concludes that in this 
condition’there is apparently no virus which circulates 
in the blood. Ricwarp E. Somma, M.D. 


Parsons, W. H., and Purks, W. K.: Total Thyroid- 
ectomy for Heart Disease. Ann. Surg., 1937, 105: 
723. 


The authors tabulated data on 362 cases in which 
total thyroidectomy for heart disease has been per- 
formed. Information concerning complications was 
obtained in 281 cases. Tetany occurred in 30 (10.3 
per cent) of the cases with one fatality. The re- 
= laryngeal nerve was injured in 24 (8.2 per 
cent). 

Two hundred and twenty-nine operations were 
performed for congestive heart failure and 24 (10.48 
per cent) were followed by death. Seventy-one 
(34.63 per cent) of the patients showed excellent 
results; 59 (28.78 per cent) showed moderate im- 
provement. Six (2.92 per cent) were slightly bene- 
fited, and 69 (33.65 per cent) were not benefited 
The various published statistics report improve- 
ment in from 25 to 81.1 per cent of the cases. 

One hundred and thirty-three operations were per- 
formed for angina pectoris, and were followed by 
death in 5 (3.75 per cent) of the cases. In this 
series 71 (55.46 per cent) of the patients showed 
excellent results; 36 (28.12 per cent) were moder- 
ately benefited, 5 (3.9 percent) were slightly benefited 
and 16 (12.5 per cent) received no benefit whatever. 
These figures are in close agreement with published 
single statistics. 

The indications for thyroidectomy must be con- 
sidered carefully, and it must be borne in mind that 
this procedure is only a form of symptomatic treat- 
ment, which in no way alters the underlying cardiac 
pathology and substitutes one disease for another. 

: Frep S. MopErn, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Lysholm, E., Ebenius, B., and Sahlstedt, H.: The 
Ventriculogram. Part II. The Lateral Ven- 
tricles (Das Ventrikulogramm. II. Teil. Die 
Seitenventrikel). Acta radiol., 1937, Supp. 25. 


Part II of this article deals with 398 cases of 
tumors or tumor-like conditions, which affected 
mainly the lateral ventricles, and had their origin 
in the cerebral hemispheres and their meninges, or 
in the central portions of the brain, excepting the 
third ventricle. In the great majority of these cases 
air was used as the contrast medium; lipiodol was 
used only in a few of the older cases. Experience 
has shown that expansive processes can be accu- 
rately localized by ventriculography with air al- 
most without exception, provided that air is present 
in the lateral ventricle of the diseased side and that 
the amount of air is not too small. The ventriculo- 
graphic pictures of tumors in a like localization 
seem to show so many common features, that the 
authors felt justified in grouping the material 
according to the changes observed roentgenologi- 
cally. This grouping has a certain value in the 
development of a surgical plan of operation. How- 
ever, it is emphasized that the different groups pass 
into each other without sharp limitations. 

The following classification is adopted: 


A. Tumors of the convexity (without dislocation of the 
temporal horn) 
1. Medial or parasagittal tumors 
Group 1. Anterior frontal (Both arising from the 


tumors anterior third of 
Group 2. Posterior frontal the sinus 
tumors 


Arising from the 
middle third of the 
sinus 


. Both arising from the 
Group 4. Parietal tumors posterior third of 


Group 5. Occipital tumors 


2. Lateral tumors (including tumors of the fissure of 
Sylvius) 
. Basal tumors (including temporal tumors) 
1. Subfrontal 
2. Suprasellar and intrasellar 
3. Anterior temporal 
4. Posterior temporal 
C. Central tumors (arising from the corpus striatum, 
thalamus, and their immediate surroundings) 
D. Intraventricular tumors 
E. Tumors arising from the septum pellucidum and 
corpus callosum 


Group 3. Frontoparietal 
tumors 


The aim of ventriculography is to determine the 
position and size of an existing tumor and, if pos- 
sible, its nature. The problem is the simplest in 
cases of primary intraventricular tumors or those 
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growing secondarily into the ventricular system, as 
they themselves appear as a filling defect. This is 
true especially of the smaller tumors. It may be 
difficult occasionally to differentiate the filling 
defect which a large tumor filling the entire ventric- 
ular system produces, from a compression produced 
by an extraventricular tumor. When the contour of 
the tumor is not directly visible in the ventriculo- 
gram the tumor must be localized by the changes 
which the exerted pressure produces, primarily by 
the dislocation and the resulting deformation of the 
ventricular system. 

A more or less lateral displacement of the ven- 
tricular system is characteristic of nearly all supra- 
tentorial tumors. The anterior horns and the cella 
media react to tumor pressure with lateral displace- 
ment, whereas the posterior portions, especially the 
posterior horns, are relatively fixed by their position 
to the side of the falx and above the tentorium. 
Usually, even in the presence of relatively wide 
dorsal tumors, a displacement of the anterior horns 
is seen, whereas the posterior horns show a lateral 
displacement only in the presence of occipital 
tumors. In addition, the third ventricle is slightly 
displaceable, but not in its anterior lower part, 
which characteristics lead to the oblique position 
usually seen in the frontal picture. It may be 
expected that almost always changes appear in the 
frontal picture in the neck posture in the presence 
of a tumor, even if it is not located in the most 
anterior part of the brain. This picture should, 
therefore, be studied first. A basal displacement of 
the anterior horns with simultaneous flattening of 
the lateral upper border of the ventricle on the 
healthy side represents the typical picture of a rela- 
tively far anterior, parasagittal tumor. In addition 
there is a more or less lateral displacement and a re- 
sulting oblique position of the septum pellucidum 
and the third ventricle. 

A lateral displacement, without other deformity 
than that produced by the falx, gives no direct in- 
formation as to the position of the tumor. For this 
information, further pictures are required to show 
the maximum dislocation and the position of the 
temporal horns. For the determination of the 
degree of lateral displacement in the different parts 
of the ventricular system, the semi-axial pictures 
are of greatest value. If the temporal horn shows 
no changes, a lateral tumor, the center of which 
corresponds to the maximum of displacement, is 
present. The more oblique the septum is, and the 
less the floor of the third ventricle is pushed aside, 
the more the position of the tumor nears the para- 
sagittal. The lateral upper contour of the lateral 
ventricle is often rounded off in the presence of 
high-lying tumors of the convexity; with basal 
tumors it is occasionally drawn out sharply and the 
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lateral lower wall is projected more strongly into 
the ventricle. A more marked displacement of the 
floor of the third ventricle suggests a more basally 
lying tumor. 

Changes in the anterior part of the temporal horn 
usually appear in frontal pictures in the occipital 
posture. The site of the tumor in the temporal lobe 
can be judged fairly accurately by the dislocation 
of the temporal horn; but it should be noted that an 
accurate localization is possible only with the aid 
of a semi-axial picture in the neck posture and a 
lateral picture. The lateral ventricles show the 
deformity characterizing a basal-lateral or central 
position of the tumor. 

If in spite of a lateral displacement the upper 
contours of the lateral ventricle are on the same or 
nearly same level, if the lateral upper part of the 
ventricle on the tumor side is drawn out, and if its 
lateral wall shows an increased protrusion medially, 
the typical picture of a centrally lying tumor is 
presented. In these tumors the septum is usually 
vertical or shows a vault-shaped deformity and the 
lateral displacement of the third ventricle is rela- 
tively great. A vault-shaped deformity of the third 
ventricle also occurs. Lateral dislocation of the 
temporal horn shows wide dissemination of the 
tumor basally. A blocked foramen of Monro may 
also serve for localization of the tumor. If the third 
ventricle cannot be filled with air, the differential 
diagnosis from tumor of this ventricle may occa- 
sionally be difficult. Symmetrical hydrocephalus 
suggests a tumor of the third ventricle. 

Local deformities of the anterior horns are also 
observed in the presence of “anterior frontal’? and 
“subfrontal” tumors. Displacement in a straight 
dorsal direction is characteristic of the former, and 
a dislocation in a cranial direction together with an 
impression in the region of the lower border of the 
anterior horn characterizes the latter, and usually 
also expansive processes in the region of the sella 
turcica. The behavior of the third ventricle also 
serves in the differentiation of these three groups. 
In cases of anterior frontal tumors the third ven- 
tricle usually shows no deformity; in cases of sub- 
frontal tumors its anterior upper contour is dis- 
placed basally and the ventricle is concave, and 
lengthened by dorsal displacement of the region of 
the foramen of Monro. Tumors of the sella are 
characterized chiefly by a filling defect in the an- 
terior lower part of the third ventricle. Conse- 
quently, pictures may arise resembling those of 
tumor in the anterior part of the third ventricle. 
Zero-degree sagittal pictures of tumors in this 
locality taken in the occipital position often give 
less decisive evidence than those taken in a semi- 
axial occipital position and a lateral picture taken in 
the occipital position, or possibly in the axial posi- 
tion. 

Expansive processes in the posterior parts of the 
hemispheres often also produce changes that are 
visible in sagittal pictures in the occipital posture, 
but the pictures in the frontal posture are of the 
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greatest interest. The behavior of the ventricular 
system with tumors in various localizations in the 
posterior parts of the hemispheres is, to a certain 
degree, analogous to that when tumors are present 
in the anterior parts; but as a result of other rela- 
tionships between the falx and ventricular system a 
new factor in the developmental mechanism of the 
deformities must be mentioned. The posterior 
lower part of the falx has its greatest extent in the 
sagittal direction, so that its anterior border reaches 
a frontal plane through the trigone. Stretched on 
both sides by the tentorium and fixed stiffly in the 
median plane, the falx forms a fairly unyielding 
obstruction to dislocation of the posterior parts of 
the ventricular system in a lateral direction. Even 
when a posteriorly lying expansive process is the 
cause, pressure in a lateral position will produce a 
more marked lateral displacement first in the an- 
terior part of the trigone and in the parts of the 
ventricle lying in front of it. The posterior horns 
usually remain unaffected, provided the tumor does 
not lie in the occipital lobe or in the most posterior 
part of the temporal lobe. Because of the difference 
in the displaceability, pressure in a lateral direction 
leads to a marked stretching of the anterior parts 
of the trigone and of the most posterior part of the 
cella media. This deformity is seen best in semi- 
axial pictures in the frontal posture. If it is very 
pronounced, an incisura in the posterior upper 
contour of the stretched part, which corresponds 
with the free edge of the falx is seen occasionally. 
This finding is observed particularly in the presence 
of a tumor lying anterior to the trigone and rela- 
tively far basal. It may lead to confusion with a 
tumor when the relationships mentioned above are 
not sufficiently observed. 

A difference in level between the lateral ventricles 
in the region of the posterior horns and the trigonum 
is characteristic for dorsal parasagittal tumors. 
Local deformities may also indicate the position of 
the tumor. Special attention is called to the con- 
cavity of the medial contour of the trigone and 
posterior horn, which occurs with tumors, and lies 
between these parts and the falx. This deformity 
is seen well in semi-axial pictures in the frontal 
posture. A ventral displacement of the posterior 
horn and trigone is characteristic of occipital lobe 
tumors. This ventral displacement also produces a 
change in the position of the posterior part of the 
temporal horn, which takes a more vertical position. 
When this dislocation of the posterior part of the 
temporal horn appears without marked dislocation 
of the posterior horn, an expansive process in the 
posterior lower part of the temporal lobe is sug- 
gested. From a medially or laterally directed dis- 
location of the temporal horn, conclusions may be 
drawn also as to the position of the tumor in relation 
to that of this horn. 

Spreading apart of the lateral ventricles is char- 
acteristic of expansive processes which have origi- 
nated from the septum pellucidum and corpus 
callosum, or have invaded them secondarily. An 
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increasing divergence in a cranial direction between 
the ventricles characterizes tumors of the corpus 
callosum; when the ventricles are pushed apart 
parallel or in the shape of a vault tumors of the 
septum-pellucidum are present. 

With symmetrical hydrocephalus, but without 
the changes mentioned above, the disease process 
should be sought in the region of the third ventricle, 
the aqueduct, or the fourth ventricle. 

In the determination of the type of tumor, great 
significance was attached to the width of the ven- 
tricle. It has been shown that in meningiomas the 
ventricle is usually not dilated, but in malignant 
gliomas the ventricle of the healthy side at least 
shows a greater dilatation. This difference is, 
naturally, not to be expected in tumors of the third 
or fourth ventricle. The hydrocephalus usually 
present with these tumors depends entirely upon 
the existing obstruction of passage, and is entirely 
independent of the nature of the obstruction. 

In order to determine to what extent the width 
of the ventricular system is associated with the 
type of tumor, 319 suitable cases were studied. In 
70 per cent of the cases of meningioma none of the 
two lateral ventricles was dilated; for all the remain- 


ing tumors the corresponding figure was 59 per 


cent; and for the astrocytomas, glioblastomas, and 
closely related gliomas, together, it was 55 per 
cent. In 18 per cent of the meningiomas, in 20 per 
cent of all the remaining tumors, in 18 per cent of 
the astrocytomas, and in 28.5 per cent of the glio- 
blastomas the ventricle of the healthy side was 
dilated. Even though dilatation of both lateral or 
contralateral ventricles is rarer in the presence of 
meningiomas than of glioblastomas, and may to a 
certain degree support the clinical diagnosis of 
malignant glioma, according to the authors’ belief, 
the difference between these tumor groups in this 
respect is not great enough to justify the differential 
diagnosis between meningioma and glioma by 
means of the ventriculogram in the individual case. 
On the other hand, it seems to the authors that bony 
and vascular changes in the cranium and possibly 
also tumor calcifications are of value in the deter- 
mination of the type of the tumor. 
Louis NEUWELT, M.D. 


King, J. E. J.:_ The -Treatment of Brain Abscess 
Associated with Extracapsular Necrosis and 
Suppuration. Arch. Surg., 1937, 34: 631. 


The experience gained in the treatment of two 
patients with abscess of the brain associated with 
extracapsular necrosis and suppuration forms the 
basis of this paper. The author has seen only two 
patients with such a lesion. Both were operated on 
and both recovered. Incomplete description of the 
autopsy findings may account for the infrequency of 
this type of lesion in the literature. The first case 
has already been reported. A complete report of 
the second case is given. 

The patient had had attacks of severe frontal pain 
since childhood, especially on the left side. For the 
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Fig. 1. A schematic section of the lesions, showing extra- 
capsular necrotic and suppurative brain substance; the 
very thick wall of the smaller anterior abscess, with the 
“stalk” leading downward and inward to the opening in 
ethmoid bone, and the posterior, and larger, abscess cavity, 
with a definite, but thinner wall which connects with the 
anterior cavity through an opening. 


past seventeen years there had been a definite history 
of involvement of the frontal, ethmoid, and sphenoid 
sinuses with multiple irrigations and operations. A 
radical frontal-sinus operation in 1918 gave some 
relief from the frontal headaches, but the headaches 
in the sphenoid area became unbearable. Other 
intranasal procedures were done, and in 1920 
mastoidectomy was performed on the left side. In 
1928 a diagnosis of ‘‘intranasal neuralgia” as the 
cause of persistent pain in the left frontal region 
and the left orbit was made by a well known 
rhinologist. The patient believed that a focus of pus 
existed somewhere in the left ethmoid region, and 
Craig succeeded in finding a passage which led up- 
ward and apparently into a para-orbital cell below 
and to the outer side of the frontal sinus. Thereafter 
the treatment consisted in keeping this tract open 
so as to allow the drainage to continue. The severe 
headaches continued with an intense boring pain in 
the left orbit which suggested bone necrosis. In 
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Fig. 2. A schematic section of the lesions, showing where 
the anterior half of the thick wall of the anterior abscess 
and its stalk were cut away and the opening about 1 cm. 
in diameter between the anterior and the posterior abscess 
cavity. A considerable amount of brain substance between 
the lateral cortex and the abscesses was necrotic and con- 
tained pus. No connection between this area and the 
cavities was detected. 


May, 1934, the patient, a physician, found that the 
probe, which he had been accustomed to pass into 
the drainage tract for slight relief of pain, passed 
upward readily without interference far beyond the 
probable upper level of the frontal sinus. This 
event was unattended by any deleterious effects. 
During July and August, 1934, he observed in- 
creasing weakness of the right hand, attacks of pain 
in the joints, excessive perspiration on exertion, two 
attacks of vertigo, and at least three attacks of fever 
lasting several days. On Sept. 29, 1934, a consulta- 
tion was held with Stieglitz, Kennedy, Craig, and 
Neal. After neurological examination the diagnosis 
made was abscess in the left frontal region, with an 
extension implicating the left temporal lobe in some 
way. The presence of anomia was indicated by the 
fact that the patient could not remember the name 
of the man who had been his assistant in practice 
for many years. 

Roentgenograms made with the probes inserted, 
one toward the sphenoid region and the other toward 
the ethmoid region, showed the anterior probe pass- 
ing through a perforation in the ethmoid horizontal 
plate for a distance of 4.5 cm. into the left frontal 
lobe. A small cannula was passed into the opening 
and a small amount of air was injected, after which 
the cannula was withdrawn. Stereoroentgenograms 


showed the presence of a multilocular cavity, with 
two distinct air shadows. An overlapping area was 
very definite, and later proved to be the com- 
munication between the two abscessed cavities. 

At operation an opening was made in the skull 
just above the supraorbital ridge. The cannula was 
inserted, and at a depth of 1 cm. met firm resistance 
by the capsule of the abscess. The nick in the dura 
was sealed by electrocoagulation and the trephine 
opening plugged to prevent infection during the 
operation on the ethmoid area. An incision was 
made by Craig following the approximate line of the 
old scar, and was carried down to a probe which had 
been passed into the old sinus opening. The diseased 
area consisted of necrotic bone including the basal 
plate of the skull, a part of which came away as a 
sequestrum. A posterior ethmoid cell and a cell of 
the middle ethmoid were also infected. All diseased 
bone was removed and the ethmoid cells were 
completely eliminated. 

The dura was then fixed to the cortex by electro- 
coagulation after enlargement of the trephine open- 
ing in the frontal bone. The cortex overlying the 
anterior portion of the abscess capsule was sucked 
away. As the capsule was being exposed necrotic 
brain tissue about the anterior, external, and superior 
portions of the capsule was observed. The anterior 
half of the anterior capsule was removed. The ab- 
scess cavity contained thick yellow pus, without a 
foul odor. The organism found was the streptococcus 
hemolyticus. A communicating opening at the upper 
posterior pole of the capsule led into the second 
abscess cavity. The anterior abscess had a sinus 
tract leading from its lower pole inward, forward 
and downward to the ethmoid region. Necrotic bone 
in the horizontal plate of the ethmoid was removed. 

The extracapsular necrotic brain tissue and pus 
were removed by suction, the excavation in the brain 
leading back along the posterior abscess cavity; and 
the exposed lateral wall of the posterior abscess 
cavity was then removed. A strip of soft iodoform 
gauze was stuffed loosely into the remaining portion 
of the abscess cavity, and a layer of iodoform gauze 
was then placed over the excavation. A fluffed 
gauze packing was then used to fill up the cavity. 
The flaps were replaced and loosely sutured, and a 
dressing wet with a solution of sodium hypochlorite 
was applied over the entire area. 

About five hours after the operation the patient 
stated that it was the first time in years that he had 
been free from pain in the head. The technique of 
subsequent dressings. together with description of 
the use of the sodium hypochlorite solution is 
described in detail. The temperature varied between 
99 and 100.5° F.; the highest temperature was 
100.8° F. on the first postoperative day. About four 
months after operation a small subperiosteal pocket 
over the outer margin of the cranial defect was 
opened under local anesthesia, and two loose pieces 
of bone wax were removed. ‘The patient recovered 
completely. He has no complaints and has resumed 
his practice. Epwarp S. Pratt, M.D. 
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Elsberg, C. A., Davidoff, L. M., and Dyke, C. G.: 
The Roentgen Treatment of Tumors of the 
Brain in the Operating Room by Direct Radia- 
tion Through the Open Wound. Bull. Neurol. 
Inst. New York, 1937, 6: 19. 


The authors report their experiences with radia- 
tion of brain tumors in the operating room through 
the open wound. It was hoped, by this method, to 
overcome the usual effects of heavy radiation to the 
scalp or bone and at the same time give the tumor 
sufficient radiation. They employed a 200,000 v., 
25 ma. oil-cooled machine built into the operating 
room. The distance from the target to the end of 
the cone used was 50 cm. Because of the close 
proximity of the cone to the wound, the cone was 
sterilized. 

A series of experiments consisting of radiation of 
the exposed cerebrum, cerebellum, or spinal cord, 
were conducted on monkeys. They found that a 
dosage of 5,000 r units or more exerted an injurious 
effect upon the cerebrum and cerebellum of macacus 
rhesus. A dosage of 3,000 r units did not produce 
any discoverable harmful effects over a period of 
four months after radiation. 

On the basis of this experience patients were 
given no more than from 2,500 to 3,000 r units at a 
target distance of 50 cm. In the treatment of 
medulloblastomas of the posterior cranial fossa, the 
tube was brought near the surface of the growth, all 
filters were removed, and the kilovoltage lowered to 
about 100, to prevent deep penetration of the 
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medulla by the rays. Radiation was given after the 
growth had been exposed, and as much of the growth 
as possible was removed and all bleeding carefully 
controlled. The wound area was covered with 
cellophane and the rest of the head with from four 
to six layers of sterilized lead foil. 

Eighteen patients received radiation in the 
operating room through the open wound. As far as 
the authors could determine from the immediate 
results of the radiation, there was no evidence of 
harmful effects. Ropert ZOLLINGER, M.D. 


Ehrlich, W.: Prolonged Fever Following the Re- 
moval of Large Tumors from the Posterior 
Cranial Fossa. Bull. Neurol. Inst. New York, 
1937; 6: 33. 

Six cases characterized by prolonged fever after 
the removal of deeply seated, large tumors of the 
cerebellum were reported in detail. The fever began 
within from one to four days following the operation, 
reaching 103 or 104 degrees, and 99 or 1o1 degrees in 
the morning. The febrile reaction persisted for more 
than five weeks in all of the patients, and the maxi- 
mum duration was sixty-three days. As far as could 
be determined there was no evidence of infection in 
the wound or elsewhere in the patient. Repeated 
examinations of the spinal fluid contributed nothing. 
The fever did not respond to administration of the 
usual antipyretics or repeated lumbar puncture with 
withdrawal of the cerebrospinal fluid. 

Rospert ZOLLINGER, M.D. 


SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Desmarest and Capitain: The Treatment of Mas- 
topathies with Acetate of Testosterone (Le 
traitement des mastopathies par l’acétate de 
testostérone). Presse méd., Par., 1937, 45: 777- 


It has been the custom to operate on cases of 
cystic or nodular mastopathy because of the danger 
of cancerous degeneration. Even young women 
have been mutilated in this way. 

The authors have tried a new treatment of these 
diseases of the breast. They give intramuscular in- 
jections of acetate of testosterone, a male hormone 
isolated from the testicles of the bull by Laqueur in 
1935. Seventeen cases treated in this way are re- 
ported. Some of the patients had only painful con- 
gestion and enlargement of the breasts, while in 
some cystic degeneration had already taken place. 
In the first case there was a large adenomatous mass, 
surgical removal of which had been advised. There 
was only one failure among the seventeen cases, and 
that was in an old case of very advanced cystic 
disease. 

From their results the authors conclude that the 
use of acetate of testosterone suppresses the con- 
gestive attacks of the breast preceding menstruation. 
It decreases and stops the development of chronic 
mastitis, particularly when the treatment is begun 
relatively early. It often brings about the dis- 
appearance of adenomatous nodules that have 
developed in a breast with chronic mastitis. It has 
a favorable effect on the attacks of pain and edema 
which occur in the course of development of cystic 
disease of the breast. It does not have a very pro- 
nounced effect on large cysts of long duration. 

In the latter cases the authors advise puncture 
and evacuation of the cysts associated with treat- 
ment with injections of acetate of testosterone. 
They believe it is possible to prevent the develop- 
ment of cysts by arresting the attacks of congestion. 


Surgery should not be used in these cases as it is - 


mutilating and, besides, the cysts often recur after 
surgical operation. Auprey Goss Morcan, M.D. 


Weisswange, M. H.: The Problem of Irradiation 
Therapy in the Treatment of Carcinoma of the 
Breast (Die Aufgabe der Strahlentherapie in der 
Behandlung des Mammacarcinoms). Ergebn. med. 
Strahlenforsch., 1936, 7: 513. 

The author discusses the principles of surgical 
irradiation treatment, the various techniques of irra- 
diation and their results, and particularly the tech- 
nique used in the Frankfurter University Institute 
for Radiation Therapy under Hohlfelder. 

Operative therapy is successful in the early stages 
of carcinoma of the breast, rarely in the middle 
stages, and should not be attempted in the third and 
fourth stages. 


Prophylactic pre-operative irradiation is not widely 
used, but the value of postoperative irradiation is 
established. A few foreign authors use irradiation 
alone, even for operable tumors. When x-ray and 
radium irradiation are combined, the latter is used 
when particularly intensive irradiation is desired. 
X-rays are used for the total irradiation by the Hohl- 
felder ‘“‘tangential flanking’? method. Large fields 
are arranged against the wall of the breast so that 
only well homogenized marginal rays reach the 
breast wall. 

The results of prophylactic postoperative irradia- 
tion from 1920 to 1932 were as follows: of 236 pa- 
tients 152 (64.4 per cent) were symptom-free after 
three years; of 175 patients 94 (53.7 per cent) after 
five years; of 125 patients 54 (43.2 per cent) after 
eight years; and of 96 patients 33 (34.4 per cent) 
after ten years. 

A collection of 3 different series of cases treated by 
scattered individual dosages of irradiation over a two- 
year period for severe burns of the skin showed a de- 
crease in good results in a year. A favorable general 
reaction was lost in these scattered dosages. 

The treatment of inoperable tumors by irradiation 
with timely individual and larger fractional dosages 
gave the following results: of 51 patients 21 (41.2 
per cent) survived for three years, and of 40 patients 
9 (22.5 per cent) survived five years. 

The treatment of metastases by x-ray irradiation 
has gained in importance, especially in metastases to 
the bones, which heal and become solid due to in- 
creased calcium deposits. Pleural and pulmonary 
metastases may heal with contraction of the healed 
lung tissue. Brain metastases, may heal also, and a 
return of function even after paralyses may occur. 
Skin metastases are not influenced to any extent by 
irradiation treatment. 

(Stevers). J. DANIEL WILLems, M.D. 


TRACHEA, LUNGS, AND PLEURA 
Brulé, M., Hillemand, P., Delarue, J., and Gaube, 
R.: Large Bullous Emphysema Simulating 
Congenital Pulmonary Cyst (Emphyséme pul- 
monaire a grosses bulles, simulant des kystes 
congénitaux du poumon). Bull. et mém. Soc. méd. 
d. hop. de Par., 1937, 53: 478. 


The authors state that at present a diagnosis of 
congenital pulmonary: cyst is usually made in pa- 
tients whose pulmonary disturbances date back to 
infancy and in whom the roentgenogram shows 
slightly demarcated, annular configurations. 

The authors observed a thirty-eight-year-old man 
whose respiratory disturbances began in infancy 
and in whom the roentgenogram showed the char- 
acteristic appearance of a pulmonary cyst. The 
autopsy, however, revealed bilateral pulmonary 
lesions characterized primarily by a bullous em- 
physema which in certain areas was very extensive. 
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On section of the lungs, there were seen, besides 
the emphysema, lesions typical of a pulmonary 
sclerosis surrounding the broncho-arterial and 
perilobular spaces. Furthermore, there were found 
at the apices small foci of pneumonia in the stage 
of gray hepatization. The entire base of the right 
lung, on the other hand, was diffusely condensed, 
containing cavities filled with pus. One of the 
branches of the right bronchus was obliterated by a 
tenacious substance and the air passage distal to it 
was collapsed. 

Histological examination of the lungs revealed 
hyperplastic or atrophic and emphysematous 
changes of the alveolar system. The bronchi were 
intact. The apices were mostly sclerosed and 
presented pneumonic lesions in the stage of gray 
hepatization, and also old tuberculous lesions. At 
the bases of both lungs there were seen typical 
lesions of a bullous emphysema. At the base of the 
right lung there was a zone of atelectasis. The 
bronchi of the lower lobe were collapsed and the 
main trunk was obliterated by granulation tissue. 
The accompanying arteries presented lesions of a 
proliferative endarteritis and there were two 
thrombi surrounded by a recently infarcted area. 

The authors summarize the course of events of 
this case by stating that in this individual affected 
with acquired pulmonary sclerosis with emphysema 
probably of tuberculous origin, the bronchial oblit- 
eration of unknown origin had determined an 
atelectasis and sclerosis of the greater part of the 
right lower lobe. After a more or less prolonged 
period, the atelectatic area became secondarily 
infected and gave rise to suppurating cysts, to the 
formation of arterial thrombi, and to a series of 
general complications which finally caused death. 

The authors, on the basis of these observations, 
believe that our information concerning intra- 
thoracic cysts should be thoroughly revised, and a 
diagnosis of congenital pulmonary cyst should be 
made cautiously. It should be borne in mind that 
besides true congenital cysts secondary pseudocystic 
lesions may be produced. Ricuarp E. Soma, M.D. 


Sinding-Larsen, C. M. F.: On the Collapse Treat- 
ment of Pulmonary Tuberculosis. Acta med. 
Scand., 1937, Supp. 80. 


This article represents a careful study of 1,126 
proved cases of pulmonary tuberculosis upon which 
some form of collapse therapy was attempted at 
Vejlefjord Sanatorium, Denmark, during the years 
from 1906 to 1932. This series included approxi- 
mately 35 per cent of the total number of patients 
discharged during this period. Follow-up studies 
were made in every case. 

The author discusses the unsatisfactory nature of 
most reports on the results of collapse therapy, and 
in his study subjects his data to the most critical 
analysis. The mortality investigation was prepared 
according to statistical methods. 

Particular attention was paid to the patients re- 
ceiving pneumothorax and to those subjected to 
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thoracoplasty. The best results were obtained from 
effective artificial pneumothorax. Yet these were 
relatively few as the procedure was primarily 
technically effective in only 40 of 1,021 patients. 
Seventy-three additional good results were obtained 
as the result of intrapleural pneumonolysis. Among 
the 299 patients upon whom thoracoplasties were 
performed, 253 had demonstrable cavities. In 132 
of these, closure was obtained before discharge. The 
results in this group were only comparable with 
those of partly effective pneumothorax. These poor 
results were thought to be due to the inadequacy 
of the operative procedures. Accordingly, the Semb 
type of operation was recently adopted. This pro- 
vides for a freeing of the apex of the lung in addition 
to the extensive resection of the upper ribs, and 
= apicocaudal as well as lateral collapse of the 
ung. 

Intrapleural pneumonolysis was found to be of 
real value, but extrapleural plombage was highly 
unsuccessful. Diaphragmatic paralysis proved of 
very limited value in this series. 

The author concludes that even with protracted 
treatment in private sanatoria, patients with 
cavernous pulmonary tuberculosis have a very poor 
prognosis if they do not receive effective collapse 
treatment in time. He believes that in order not to 
deny some patients their only chance of recovery, 
the indications for collapse therapy should be drawn 
less rigidly. Ricuarp H. MEapE, Jr. 


Leuret, E., Nancel-Pénard, C., and Cluzel, P.: 
Dissection of Pleural Adhesions under Pleuro- 
scopic Control in the Course of Therapeutic 
Pneumothorax (Section des adhérences pleurales 
sous contréle pleuroscopique, au cours du pneumo- 
thorax thérapeutique). J. de méd. de Bordeaux, 
1937, 114: 409. 

Leuret and his associates find that artificial 
pneumothorax is necessarily incomplete if there are 
pleural adhesions that hold the lung fixed to the 
thoracic wall and prevent its complete collapse. It 
was to remedy this condition that Jacobaeus pro- 
posed his method for sectioning these adhesions 
with the galvanocautery, under pleuroscopic con- 
trol. Jacobaeus devised a special pleuroscope for 
this operation, and used a galvanocautery with a 
platinum loop for cutting the adhesions. This 
pleuroscope has since been modified by Maurer and 
Gullbring. The method of cutting the adhesions 
has also been modified by the use of diathermy; 
Matson uses diathermic electrocoagulation, or a 
cutting current; Maurer combines diathermic 
electrocoagulation with the cutting effect of the 
galvanocautery, using a combined cautery with 
which either current may be employed, regulated 
by a system of pedals. In some cases Maurer 
employs a method of extrapleural detachment of 
the adhesion with this instrument. 

The authors report that from December, 1934 to 
July, 1936, they have operated upon thirty-four 
tuberculous patients at the Sanatorium Xavier- 
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Arnozan; in five of these cases only pleuroscopy was 
done; in the remaining twenty-nine the adhesions 
were sectioned. General anesthesia with rectanol 
was employed. The tissues at the site where the 
incision is made for the introduction of the pleuro- 
scope must be prevented from bleeding. A hemo- 
static fluid is applied to the skin around the in- 
cision; and the subcutaneous tissues are infiltrated 
with 1r:1000 adrenalin solution. The Gullbring 
pleuroscope is used. While the authors have used 
the galvanocautery alone in a few instances, in 
most cases they prefer the combined use of dia- 
thermic coagulation and galvanocautery. 

After operation, the patient must be kept from 
coughing for twenty-four hours by the administra- 
tion of morphine or pantopon. In forty-eight hours 
the pressure in the pleural cavity may be deter- 
mined manometrically; if necessary an insufflation 
of air may be given, or a small quantity of air may 
be withdrawn if the patient has dyspnea. Later, 
reinsufflations of air to re-establish the pneumo- 
thorax are made with care. 

The chief indication for the use of this procedure 
in tuberculous patients in whom artificial pneumo- 
thorax has been established is incompleteness of the 
pneumothorax as indicated by: (1) persistence of 
the bacilli in the sputum; (2) persistence of a cavity 
distended by the adhesion as shown in the radio- 
gram, even if the sputum is negative; and (3) per- 
sistence of signs of activity, such as fever and failure 
to regain weight. The presence of a pleural effusion 
may also be an indication for this operation; this 
was the case in two of the authors’ patients. The 
best time for this operation is from the second to 
the fourth month of the pneumothorax; the best 
results were obtained in cases operated upon in the 
second month. 

In 46.8 per cent of the authors’ thirty-four cases, 
pleural effusion developed after operation, but in 
most cases the effusion was non-purulent and was 
absorbed rapidly; the authors regard such effusion 
as a reaction of the pleura to the irritation of the 
operative procedure. 

In the authors’ series of cases permanent good 
results were obtained in sixteen (65.5 per cent) of 
the cases; temporary good results in three cases; and 
no improvement in three cases. There were seven 
cases with postoperative complications, including 
two cases with perforation of the lung, two cases 
with hemorrhage, two cases with postoperative 
symphysis and purulent pleurisy involving loss of 
lung tissue; and one case of purulent pleurisy. The 
authors state this percentage of complications is too 
large; it may be attributed partially to faults in 
technique, but equally as much to a poor selection 
of cases. One of the cases of perforation of lung, 
which was fatal, occurred in a febrile patient with 
bilateral pneumothorax. The authors are of the 
opinion that it is dangerous to attempt operation 
in a case of this type. Their percentage of perma- 
nently good results (65 per cent) agrees with the 
results reported by others. ALICE M. MEYERS. 


Frissell, L. F., and Knox, L. C.: Primary Carcinoma 
of the Lung. Am. J. Cancer, 1937, 30: 210. 

Primary carcinoma of the lung is not the rare dis- 
ease that it formerly was believed to be, but the 
question as to whether the increase is real or appar- 
ent is still open to debate. It must be taken into ac- 
count that many tumors classified as carcinomas by 
pathologists of the previous century are now called 
epithelial tumors of the so-called oat-cell variety, 
and carcinoma of the lung formerly was usually con- 
sidered metastatic. Also, the widespread interest of 
pathologists in this subject has led to the discovery 
of a considerable number of small pulmonary neo- 
plasms with large metastases, such as were undoubt- 
edly regarded by earlier observers as the primary 
lesions. These authors believe that the increase in 
the incidence of bronchial carcinoma in the past two 
decades is apparent rather than actual. 

Etiologically, carcinoma of the lung must be de- 
pendent in general on the same causes as carcinoma 
elsewhere. In this series of cases occupation did not 
play a significant part. There were no miners in the 
group and only three of the patients had been en- 
gaged in dusty occupations, a bricklayer, a baker, 
and a fireman. Neither were the habits of the pa- 
tients of significance, except for the well-nigh uni- 
versal use of tobacco. One patient had been a vic- 
tim of war gas. Ten patients were females; thirty- 
six were males. 

The onset of pulmonary carcinoma may be ex- 
ceedingly insidious. In ten cases only could a his- 
tory of over one year be elicited, though in two 
others asthma had been present for many years. 

Carcinoma of the lung is almost entirely a disease 
of middle and later life. By far the largest number of 
cases occur between the ages of fifty and seventy 
years. The ages in this series ranged from seventeen 
to sixty-nine years. 

Primary tumors of the lung are more frequent on 
the right side than on the left. In this series 17 per 
cent involved the main bronchus, 4 per cent were 
peripheral, 2 per cent bilateral, 32 per cent were lo- 
cated in the right upper lobe, 13 per cent in the left 
upper lobe, 11 per cent in the right lower lobe, and 15 
per cent in the left lower lobe. 

The classification based upon an anatomical or 
descriptive basis includes five types: (1) the central 
or hilus type, 49.7 per cent; (2) the nodular paren- 
chymatous type, 17.8 per cent; (3) the peripheral 
type, 6.5 per cent; (4) the diffuse type, 23.9 per cent; 
and (5) the bilateral miliary type, 2.1 per cent. 

Carcinoma of the lung is one of the tumors which 
metastasizes most widely, involving organs not fre- 
quently affected by tumors arising elsewhere, as, for 
example, the suprarenal glands and the brain. In 
this series of forty-six cases all except one (97.4 per 
cent) showed metastases, at least to the regional 
lymph nodes. This one exception was a papillary 
tumor which in its histology as well as in the absence 
of metastases is comparable to basal-cell tumors else- 
where. Although it formed a large mass, it had not 
metastasized. Next to the peribronchial or hilus 
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Fig. 1. Squamous tumor showing pearl formation. 


nodes, the liver is the most frequent site of metas- 
tases. The distribution in this series was as follows: 
nodes 97.4 per cent; liver 48 per cent; lungs 25 per 
cent; right suprarenal gland 25 per cent; left supra- 
renal gland 20 per cent; both suprarenal glands 15 
per cent; bones 27.5 per cent; peritoneum 7.5 per 
cent; skin 7.5 per cent; kidney 7.5 per cent; spleen 
5 per cent; heart 5 per cent; ovary and uterus 5 per 
cent; pancreas 2.5 per cent; bladder 2.5 per cent; and 
prostate 2.5 per cent. The brain had metastases in 
three of five cases examined at autopsy. It is now 
almost universally accepted that the cells of pulmo- 
nary carcinoma are derived from the mucous mem- 
branes of the bronchi or bronchioles. The lining of 
the bronchi consists of a columnar ciliated epithe- 
lium with goblet cells in between the epithelial cells, 
thus forming the pseudostratified respiratory epi- 
thelium. Mucous and mucoserous glands are found 
in all portions of the bronchial tree containing carti- 
lage. This affords three adult modifications of lining 
epithelium from which cuboidal, mucus-producing, 
or papillary adenocarcinoma may arise. 

The number of groups of pulmonary carcinoma 
which may be recognized histologically varies ac- 
cording to different writers. These authors deem it 
preferable to accept a simple classification, as fol- 
lows: (1) squamous; (2) adenocarcinoma; and (3) un- 
differentiated, of two sub-types, (a) carcinoma sim- 
plex including the polymorphous types with large 
giant cells, medullary types with small oval cells, 
cuboidal and cylindrical cells without acinus forma- 
tion, and basal cells; and (b) small spindle-cell, or 
so-called oat-cell, and round-cell types. 

The squamous type of cell was found in 30.4 per 
cent of the cases. The morphology varies. In some 
keratinization with extensive softening and necrosis 
is prominent, and there may be well developed inter- 


Fig. 2. Adenocarcinoma showing well-formed glands. 


cellular bridges, or the malpighian layer may pre- 
dominate. More frequently the differentiation is 
less complete and only small imperfect pearls and 
groups of pavement cells with early keratinization 
indicate the metaplasia which is in progress. Transi- 
tional cells may alternate with any of these forms. 
Among the fourteen cases of squamous tumor ob- 
served by the authors metastases were found in the 
bronchial nodes in all cases in which autopsy was 
performed, in the cervical nodes in two, and in the 
pleura, ribs, ilium, spine, axillary nodes, liver, and 


Fig. 3. Oat-cell tumor. 


| 


INTERNATIONAL ABSTRACT OF SURGERY 


@ 


Fig. 4. Small-cell tumor resembling lymphosarcoma. 


adrenal glands. An extensive local spread may take 
place with infiltration of the pericardium and pul- 
monary vein, and constriction of the superior vena 
cava, and the pulmonary artery. These tumors also 
metastasize to the brain. Squamous tumors may 
arise in any portion of the lung, and the morphology 
has nothing to do with the level of origin, that is, 
squamous, columnar, or undifferentiated tumors are 
not found exclusively in any one location. 

The adenocarcinomas, constituting 26 per cent of 
this series, include those tumors which show definite 
palisading around a central glandular lumen, a 
tendency to replace the lining cells of the pulmonary 
alveoli, or to form throughout low columnar cells, 
usually with the production of considerable amounts 
of mucus. Small areas from one portion of the tumor 
may appear definitely cuboidal, while in some other 
portion of the primary growth or metastatic de- 
posits the cells may be much more detached and no 
true glands may be detected. Included with the 
adenocarcinomas are mucous-cell carcinomas, since 
the authors believe that, as the mucous cells lining 
the bronchi have taken their origin from the same 
covering epithelium as that of the bronchi and are 
merely a more specially differentiated form of the 
same cells, no group distinction should be made be- 
tween the columnar cells and the mucous cells. The 
same high degree of differentiation may take place in 
metastases in which the lesions in the adrenal glands 
and metacarpal bone showed the same highly differ- 
entiated mucus-producing cells. 

Of special interest is the bilateral miliary tumor. 
The cells of this tumor were unusually tall columnar 


cells, secreting fairly large amounts of mucus. In 
this type of tumor single lobules appear to be dis- 
tended and filled with glairy grayish mucus-produc- 
ing cells distributed throughout both lungs. 

The adenocarcinomas are among the most rapidly 
growing and widely metastasizing of the lung tumors. 
Through their rapid extension by direct implanta- 
tion and by the lymphatics, whole lobes, or even a 
whole lung, may become involved, and as it consoli- 
dates it closely resembles a gray hepatization of 
lobar pneumonia, thus forming the so-called pneu- 
monic form of carcinoma. 

The largest group of lung carcinomas is made up 
of the undifferentiated types, which comprise 41 per 
cent of this series, as follows: oat-cell four cases; 
small-cell seven cases; cuboidal-cell three cases; 
polymorphous four cases; and basal-cell one case. 
There is no important distinction between the small- 
cell and the oat-cell types; one or the other type of 
cell may predominate in different parts of the same 
tumor and its metastases. These small-cell tumors 
may closely resemble lymphosarcoma, and undoubt- 
edly in many instances have been so designated in 
autopsy statistics. The massive metastases of these 
tumors are usually associated with large masses in 
the posterior mediastinum and anterior displacement 
of the trachea. They also readily spread to the ab- 
dominal nodes. Bone and brain metastases are also 
frequent. 

Even in tumors composed chiefly of minute spheri- 
cal cells one finds some of the giant multinucleated 
cells in the primary growth, indicating that these 
are undoubtedly degenerative forms. The polymor- 
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Fig. 5. Undifferentiated ialeiadtions -cell tumor. 


phous group, therefore, is to be regarded only as a 
slight morphological variation from the other un- 
differentiated tumors. They possess the same bio- 
logical characteristics and metastasize widely both 
to the chest and to more remote organs. The giant 
nuclei seen in this polymorphous group appear to be 
the most frequent in the suprarenal metastases, but 
are often found in the primary tumor as well. These 
large cells present some question as to diagnosis, but 
Masson stains indicate that they are epithelial, as- 
sociated with very little stroma, and the form of the 
giant cells is the same as those sometimes seen in 
poorly nourished areas even in the small-cell group. 

The cuboidal types possess much larger rounded 
or irregular nuclei, often growing in the form of deli- 
cate strands and thus slightly suggesting a papillary, 
or adenomatous structure. These tumors metas- 
tasize widely and are not infrequently detected in 
the axillary or cervical nodes when a biopsy is done. 

The one basal-cell tumor in this series was a soli- 
tary, non-metastasizing growth and presented unu- 
sually interesting cell structures. The cells were 
composed of smali spherical nuclei, apparently de- 
rived from the undifferentiated cells lining the bron- 
chioles, but with a slight suggestion of prickle-cell 
arrangement and a tendency to form flat plates, 
which, although not keratinizing, spread out to form 
small sheets. This morphological structure lacks en- 
tirely the medullary character of the other undiffer- 
entiated tumors and occupies a unique position in 
this series, possessing the characteristics of limited 


invasion, lack of metastases, and no capacity to 
differentiate. 

Carcinoma of the bronchi invades the other medi- 
astinal structures much more often than any other 
growth. In the present series the pericardium was 
invaded in seven cases, the ventricular in one, and 
the great vessels were infiltrated, surrounded, and 
narrowed in eleven. 

The symptoms of bronchial carcinoma are protean 
in character, depending on the stage of the disease. 
Tumors located in the primary bronchi cause cough 
and often hemoptysis; those centrally located in the 
lung tissue may give no symptoms whatever. The 
first symptom may be due to metastases elsewhere 
in the body. The two most constant symptoms are 
cough and pain. There may be expectoration, at first 
of glairy, then mucopurulent, and finally purulent 
mucus. With abscess formation the sputum is foul 
and fetid. At first pain may be merely a vague sense 
of boring or oppression, but later it may be more 
intense, and sometimes excruciating, especially when 
it assumes a pleuritic character. Asthmatic breath- 
ing or dyspnea can occasionally be the first symp- 
tom. This may be caused by either replacement of a 
large part of the alveolar cavity by tumor tissue, or 
by tumor of miliary distribution, or more commonly 
by pleural effusion, atelectasis, or pressure by medi- 
astinal lymph-node metastases on the trachea, bron- 
chi, or heart. Loss of weight and strength is occa- 
sionally the first sign noticed. Osteoarthropathy was 
the initial sign in three cases. Fever occurred in 
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more than half of the patients. Hemoptysis is often 
an early finding, and often recurs. 

» Physical signs of bronchial carcinoma are likewise 
protean. There may be a complete absence of signs 
in the early stages, giving way to localized bronchitis 
and x-ray evidence of slight peribronchial infiltration 
in a few months. Later there may be dullness, bron- 
chial voice, bronchial or diminished breath sounds, 
and displacement of the mediastinum and dia- 
phragm. Abscess formation or pleurisy with effu- 
sion may mask the physical signs. The two most 
helpful adjuvants are roentgenography and bron- 
choscopy. The lesion is often situated near the open- 
ing of one of the main stem bronchi and is accessible 
to inspection and often to removal of a piece of the 
tumor for pathological examination. Thoracoscopy 
may be of value in establishing a diagnosis and also 
in determining the possibility of a successful opera- 
tion. 

Until recently the outlook for patients with car- 
cinoma of the lung was hopeless, but since the intro- 
duction of the bronchoscope a number of cases have 
been reported in which the growth has been re- 
moved without recurrence. Lobectomy and pneu- 
monectomy have been performed successfully. Two 
such operations were done in this series. Radiation 
with x-rays and radium has been disappointing. 

The outlook for these patients is still extremely 
bad, and the authors advise less conservatism and 
more operation, both for diagnosis and radical 
extirpation. J. WIttems, M.D. 


Herlant, M.: Carcinoma of the Lung in the Hos- 
pitals of Brussels (Le cancer du poumon dans les 
hépitaux de Bruxelles). Bruxelles-méd., 1937, 17: 
800, 846. 

From a statistical study of 103 cases of cancer of 
the lung which had come to autopsy in the hospitals 
of Brussels, Herlant found that this type of carci- 
noma is in the increase in Belgium as well as in 
other countries. It is not possible to explain the 
cause of this increase. 

Among these cases there were 83 males and 19 
females. This preponderance of males is shown also 
in other statistics. Persons between fifty and sixty 
years of age are most frequently affected. 

In no case was there found in the patient’s past 
history any specific pathogenetic factor, but in the 
majority of the cases the author has been able to 
note the influence of chronic bronchial irritation 
either of an infectious or a mechanical nature. 

Most frequently the lesion was found to involve 
the upper lobes, especially the lobe of the right lung, 
and in most cases it developed in relation to a large 
bronchus. 

The author has classified carcinomatous lesions 
in the lung anatomically on the basis of their site of 
origin as follows: (1) carcinomatous forms originating 
in relation to large bronchi, which are further sub- 
divided into hilar forms, circumscribed forms, lobar 
forms, and generalized, massive forms; (2) carci- 
nomatous lesions originating in relation to medium 


sized bronchi, which are subdivided into cavitary 
forms, circumscribed, nodular forms, diffuse forms, 
and pleural forms; (3) carcinomatous lesions which 
appear to originate in relation to bronchioles, 
among which the author has observed a massive, 
pneumonic form and a disseminated, nodular form. 

Metastases occur by way of the lymph stream as 
well as the blood stream. In the majority of cases 
the tracheobronchial and mediastinal lymph glands 
are involved early, and the pleura, the opposite 
lung, the pericardium, and the heart are involved 
secondarily, by lymphogenic dissemination or by 
direct extension. By way of the blood stream 
metastases occur most frequently in the visceral 
organs, especially in the liver, the kidneys, the 
suprarenal capsules, and the pancreas, and also in 
the brain, the bones, and the skin. 

The development of a pulmonary carcinoma is 
responsible for the secondary lesions of irritation 
involving the pleura and the pulmonary paren- 
chyma. The pleural irritation manifests itself by 
the formation of adhesions which are more or less 
dense, and by the frequent formation of pachypleu- 
ritis. These lesions may be also accompanied by 
free or encysted pleural effusions which may be 
serous, fibrinous, hemorrhagic, or purulent. 

In the lung two main complications may arise, 
depending upon whether or not the neoplasm oblit- 
erates a large bronchial trunk. If the bronchus is 
not involved, the resulting complications are not of 
serious importance, but if the bronchus is involved, 
the obstruction of the bronchus results in the forma- 
tion of bronchiectasis or pyosclerosis in the territory 
above the lesion. The formation of abscesses occurs 
frequently. 

Histologically the author distinguishes: (1) differ- 
entiated carcinomas, which are further subdivided 
into adenocarcinomas, papilliferous carcinomas, 
alveolar or compact carcinomas, and colloid carci- 
nomas; (2) keratinized and non-keratinized squa- 
mous-cell epitheliomas; and (3) undifferentiated 
small-cell carcinomas. These three groups, accord- 
ing to the author, occur in about equal numbers. 

1. Differentiated pulmonary carcinomas occur 
most frequently in individuals between sixty and 
seventy years of age. They occur most frequently 
in women and in more than one-half of the cases 
originate from a secondary bronchus. The ana- 
tomicopathological features are those of pulmonary 
carcinoma in general. Metastases occur by way of 
the lymph stream as well as by way of the blood 
stream. In the majority of cases it seems that these 
carcinomas originate directly from the bronchial 
epithelium. 

2. Squamous-cell epitheliomas appear most fre- 
quently in individuals between fifty and sixty 
years of age. They occur predominantly in males. 
The squamous-cell epithelioma may present itself 
under its usual aspect, or may assume a cavitary 
form or a diffuse scirrhous form at the site of old 
bronchiectases. This type of carcinoma is frequently 
inclined to invade the pericardium and the heart. 
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3. Undifferentiated carcinomas are found to 
occur in much younger individuals, the average age 
of the patients being between forty and fifty years. 
Males are more frequently affected than females. 
All these forms of carcinoma are found to originate 
from a main bronchus. ' The lesions tend to be 
extensive, and in this group the author has found 
the lobar and massive forms most frequently. The 
lymph glands are always involved, and especially 
the mediastinal glands, which may become even 
larger than the primary tumor. The visceral 
metastases are more voluminous than in other 
forms of pulmonary carcinoma. Histologically this 
type of tumor is quite characteristic: the tumor 
cells are small, appear elongated or round and con- 
tain very little cytoplasm. Mitoses are very fre- 
quent, the connective tissue stroma is scarce, 
vascularization is poor, and the areas of necrosis are 
very extensive. The undifferentiated character 
results from the very unfavorable conditions affect- 
ing the nutrition of the tissue. 

E. Somma, M.D. 


HEART AND PERICARDIUM 


Freedman, E.: Inflammatory Diverticula of the 
Pericardium (Encapsulated Pericardial Effu- 
sion). Am. J. Roentgenol., 1937, 37: 733- 


Two cases of inflammatory diverticulum of the 
pericardium are reported by the author, with a 
brief résumé of the literature on the subject. This 
condition anatomically is a combination of peri- 
cardial scar-tissue formation with more or less 
marked adhesions and with a continuous slow 


exudate in a localized portion of the pericardium 
not already obliterated by scar tissue. It may be 
either a true diverticulum, composed of all of the 
layers of the pericardium, or a false diverticulum 
with only a serous or fibrous layer. The fluid is 


usually a turbid serohemorrhagic exudate. This 
disease is not to be confused with the congenital 
diverticula of the pericardium, which contains clear 
watery fluid. The cause of both of the author’s 
cases was undoubtedly tubercular. 

Examination of the chest in these cases by x-ray 
reveals either a general enlargement of the heart or 
a local enlargement in the region of the effusion. 
The diverticulum occurs most frequently on the 
right lower contour, but may develop in any loca- 
tion. The mass may follow the respiratory excur- 
sions of the heart, and it may or may not pulsate. 
It must be differentiated from cardiac aneurysms, 
aneurysm of the root of the aorta, and from medias- 
tinal and lung tumors. The mass is either hexag- 
onal, semicircular, or oval in shape. On inspiration 
the encapsulated effusion may become elongated and 
on expiration it may broaden out, due to the stretch- 
ing and relaxing effect of the mediastinal pleura. In 
one of the cases reported the pericardial abscess had 
perforated into the subcutaneous 'tissues of the 
right anterior wall of the chest. 

J. E. Tremarne, M.D. 
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Fig. 1. Case 1. The left cardiac contour is normal. 
There is a remaining double-oval protrusion along the 
entire right cardiac contour, due to encapsulated peri- 
cardial effusion. (E. Freedman). 


Behrend, M., and Boles, R. S.: Indications for the 
Operations of Cardiolysis, Pericardiotomy, and 
Pericardiectomy. J. Am. M. Ass., 1937, 108: 1941. 


Pericarditis is invariably a secondary process and 
it has no specific diagnostic symptoms. It may not 
be suspected because such symptoms as it might 
create, precordial pain, dyspnea, palpitation, and 
weakness, are apt to be masked by those of the 
primary disease. 

Careful attention to physical signs affords the 
only reliable means of diagnosis. Even precordial 
pain may be absent. In the fibrinous stage a ‘‘to 
and fro” friction rub, when present, is diagnostic. 
The friction rub in this stage is evanescent, lasting 
only a few hours or several weeks. Effusion in the 
pericardial sac is demonstrated by x-ray examina- 
tion. When effusion is present the x-ray examination 
reveals a characteristic “‘water bottle” shape of the 
cardiac shadow. Purulence of the effusion is sus- 
pected when the primary disease, such as pneumonia 
or empyema, chills, sweats, and rapidly developing 
anemia indicate the presence of a purulent process 
and suggest the need of early paracentesis. 

Chronic adherent pericarditis is suggested by 
evidence of venous congestion, as demonstrated by 
increased venous pressure, engorgement of the 
cervical veins, enlargement of the liver and spleen, 
and ascites. According to Willius, in about 10 per 
cent of these cases calcification of the pericardium 
occurs. If extrapericardial adhesions are present 
also, then systolic retraction in the region of the 
apex or posteriorly in the eleventh and twelfth 
interspaces, fixation of the apex beat or of the 
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diaphragm, and a pulsus paradoxus are usually 
present. 

The authors report five cases of pericarditis in 
which they operated. The patients had been ill for 
long periods, and some had been discharged only to 
return because of the exacerbation of symptoms. 
One patient had tuberculous pericarditis. This 
patient died of miliary tuberculosis two months 
after pericardiotomy. The longest any one of the 
four patients with suppurative pericarditis survived 
the pericardectomy or cardiolysis was two months. 

The authors conclude that non-surgical inter- 
vention in tuberculous pericarditis is best. They 
also point out the necessity of prompt radical drain- 
age in suppurative pericarditis, and earlier operation 
in chronic mediastinopericarditis. 

O. Latimer, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Zuppinger, A.: The Treatment of Carcinoma of 
the Esophagus (Die Behandlung der Oesophagus- 
carcinome). Ergebn. d. med. Strahlenforsch., 1936, 7: 
389. 

Neither surgical nor radiological treatment has 
shown a noteworthy degree of cure of carcinoma of 
the esophagus. The result can be called a cure only 
if a histological diagnosis has been made, which diag- 
nosis often fails. Of the 54 cases observed by the 
author, 7 proved negative. Carcinoma has been 
found most commonly between the ages of fifty- 
five and sixty years, after that rarely. The author 
believes that this finding, which is contrary to other 
statistics, is the result of the fact that older people do 
not come for clinical observation. The radical treat- 
ment has hastened death in some cases. The indica- 
tion for treatment depends on the general state of 
health. Twenty-three and six-tenths per cent of the 
author’s patients were in good condition, and 17.7 
per cent were in poor condition. Treatment could 
be carried out in 84 per cent of the first group, and 
only in 38.5 per cent of the latter. Most of the 
deaths occurred between the fourth and sixth 
months after the beginning of the treatment. The 
tumor was found in the upper third of the esophagus 
in 27.7 per cent of the cases, in the middle third in 
46.2 per cent, and in the lower third in 26.7 per cent. 

The first symptom observed in 63.5 per cent of the 
cases was an obstruction to the swallowing of solid 
food; in 17.4 per cent a burning or pricking sensa- 
tion; in 7 per cent a general tired feeling and loss of 
appetite; and in 3 per cent hoarseness. Paralysis of 
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the recurrent nerve was prognostically unfavorable; 
leucoplakia in the final stage was seen only twice. In 
12.8 per cent of the cases there were metastatic 
tumors at the beginning of the disease, most com- 
monly in the lung and then in the esophagus itself. 
In the post-mortem examinations many more meta- 
static tumors were found in 63 per cent of the cases; 
diffuse metastases were found in 21 per cent, and 
glandular metastases in 30 per cent. Indications of 
threatening perforation of the lung were a rise in 
temperature and a heightened pulse with pain in the 
region of the tumor. 

Radium treatment alone is indicated only in super- 
ficial carcinoma of the mucous membrane. Larger 
doses bring the danger of perforation. With proper 
fields sufficient roentgen irradiation can be given to 
the entire tumorous region, always in the long axis 
of the body. Until 1928 full doses of roentgen-rays 
were given in a single treatment, with additional 
doses later, but hardly any palliative results were 
manifest. Simple fractional irradiation of from two 
to four areas with 360 r each led to a decrease in the 
size of the tumor if the total doses amounted to more 
than 5,000 r/t. Combined roentgen and radium ir- 
radiation is less dangerous if high roentgen doses, 
from 8,000 to 10,000 r/1, are used with low radium 
doses, from 1. to 0.7 mcd. In tumors that are very 
high up in the esophagus roentgen treatment alone 
is very useful; in low-lying tumors sufficient doses 
are very hard to obtain. In 12 cases local freedom 
from symptoms was obtained, but all of the patients 
died from recurrence, metastasis, or heart failure. 
Treatment in longer intervals is deleterious as the 
carcinoma seems to become more resistant. Of the 
195 patients treated, only 3 are living, free from 
clinical symptoms of tumor after thirty, thirty-four, 
and thirty-nine months, respectively. All of the pa- 
tients who died survived a period of only six and 
two-tenths months after the beginning of the treat- 
ment. 

Gastrostomy should be done only in cases with 
absolute obstruction of the food passage before the 
irradiation and also in cases with esophagotracheal 
fistulas. The object of the irradiation must be to 
clear the passage of the esophagus as soon as possible 
so that -the tube can be removed from the stomach. 
Operations for the treatment of carcinoma have been 
given up almost universally on account of the great 
primary risk. The Plummer dilatation treatment 
deserves trial as a palliative measure and offers valu- 
able diagnostic possibilities. 

(Stevers). C. Beck, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Bruce, J.: Massive Spontaneous Intraperitoneal 
Hemorrhage. Lancet, 1937, 232: 1451. 


In the female the likeliest source of hemoperito- 
neum, occurring spontaneously, are the pelvic vis- 
cera, especially the ovaries and tubes. In the male 
the most common source is one of the mesenteric 
vessels. A systematic search for the bleeding point 
should be made, as ligation greatly increases the 
chances of survival. 

Massive spontaneous intraperitoneal hemorrhage 
is occasionally encountered as a sequel to trauma, 
in malignant disease, and in ectopic gestation. 
Apart from such circumstances, spontaneous bleed- 
ing of serious degree is rare, especially in the ab- 
domen. SAMUEL Kaun, M.D. 


GASTRO-INTESTINAL TRACT 


Segal, H. L., and Scott, W. J. M.: Changes and 
Results of a Decade in the Management of 
Gastric Ulcer. Rev. Gastroenterol., 1937, 4: 101. 


This review is based upon the cases of gastric ulcer 
admitted to the Strong Memorial and Rochester 
Municipal Hospitals, from January 1, 1926, to 
January 1, 1936. After all doubtful cases were ex- 
cluded, there were 107 proved cases of gastric ulcer. 
In these 107 cases, 6 were found at autopsy. They 
had given no symptoms and were therefore con- 
sidered incidental. This leaves a total of 101 cases 
for clinical study. 

The largest number of cases occurred in the mid- 
dle-aged patients, from forty to fifty-five years of age. 
The males outnumbered the females 6.5 to 1. 
Twenty-two had perforations, 23 major hemor- 
rhages, and 15 marked retention of a six-hour meal. 
In 7 of the patients the lesions were diagnosed 
as benign, and later proved to be malignant; 11 
were diagnosed as malignant, and subsequently 
proved to be benign. 

Thirty-seven patients were treated surgically. 
These do not include the 18 patients operated upon 
for perforation. Thirty-four of these patients had 
subtotal gastrectomy of the Polya-Moynihan type, 
with total relief in 28, or 82 per cent, and with 4 
deaths, or a mortality of 11.8 per cent. In the 23 
patients operated upon by one of the authors, the 
operative mortality was 4.3 per cent. These figures 
emphasize the importance of concentrating the 
responsibility for gastrectomy. The general surgeon 
attempting only an occasional resection of the stom- 
ach will have a high mortality. A careful pre- 
operative and post-operative regimen will keep the 
operative mortality for subtotal gastric resection for 
ulcer to or below 5 per cent. 

Thirteen of the 22 patients with perforation were 
operated upon with 3 deaths, a mortality of 13.3 
per cent. No patient operated on within twelve 
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hours after the onset of the perforation died. Four 
patients, however, entered the hospital in shock and 
too late for surgery. These made a total of 7 deaths, 
and a total mortality for perforation of gastric 
lesions of 31.7 per cent. 

Twenty-three patients had severe hemorrhage. 
Three of these continued to bleed and were operated 
upon with 1 death. Fifteen of the patients whose 
hemorrhages were controlled by medical manage- 
ment were not relieved of their pain, and 11 came to 
surgery later with 1 postoperative death. The other 
10 were completely relieved of their symptoms. It 
is interesting to note that hemorrhage and perfora- 
tion occur in about the same frequency in malignant 
and benign lesions. 

A table is given of all cases diagnosed as benign 
gastric ulcer and later proved malignant. A study 
of the data in this table shows there was no particu- 
lar symptom or syndrome which led to a more 
accurate diagnosis. Even occult blood was absent 
in a considerable proportion of these patients. The 
acid values proved of no aid in diagnosis. 

The general routine used in determining whether 
a lesion was benign or malignant was a medical trial 
for definite improvement, as outlined repeatedly in 
the literature by Jordan and Lahey. “If under a 
definite medical regime the niche fails to disappear, 
or symptoms and the niche recur or increase in size, 
then that patient belongs to the surgeon without 
any further delay.” The authors conclude, 
“Any uncomplicated lesion resembling gastric ulcer, 
no matter the size of the niche, is not a surgical case 
until this procedure has been tried. One can err 
either by rushing into surgery too soon or by con- 
tinuing medical treatment too long. With this 
regime the patient is given a fair deal. Even if there 
are immediate reasons for instituting surgery, for 
economic conditions, etc., a medical regime before 
the operation reduces the edema and inflammation 
to a great extent and offers the surgeon a much bet- 
ter operable patient.” 

Another change and its result noted in this study 
is that although gastro-enterostomy with local ex- 
cision gave no mortality in the few cases in which it 
was done, the morbidity was high, the total relief 
was low, and the recurrence of malignancy, when 
present, was almost certain. It is now agreed in this 
clinic that a subtotal gastrectomy with removal of 
all the glands possible is: the operation of choice. 
The Polya-Moynihan type of gastrectomy is usually 
preferred. The total relief obtained from this 
operation was 82 per cent, and the mortality was 
about 5 per cent. SAMUEL J. FocEtson, M.D. 


Ladd, W. E.: Congenital Duodenal Obstruction. 
Surgery, 1937, 1: 878. 


The obstetrician and pediatrician should regard 
vomiting of the newborn infant as a symptom de- 
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manding investigation of the alimentary tract. 
Many infants may thus be given a chance for life 
which was formerly denied them. 

Posterior duodenojejunostomy is the operation 
which has proved most successful in relieving in- 
trinsic duodenal obstruction. Of the other types of 
operations used the one that seems most logical is 
the plastic operation on the duodenum described 
by Morton. 

For the extrinsic type of duodenal obstruction 
the transposing operation described by the author 
is the one of choice. The reduction of the volvulus 
alone is not sufficient to relieve permanently the 
obstruction of the duodenum due to malrotation 
of the midgut. SAMUEL Kaun, M.D. 


McGehee, J. L., and Anderson, W. D.: Chronic 
Obstruction and Dilatation of the Duodenum. 
Ann. Surg., 1937, 105: 741. 

The authors report a case of chronic obstruction 
and dilatation of the duodenum in a female eighteen 
years of age. At the operation they found that the 
duodenum was distended to the part crossed by the 
superior mesenteric artery. They relieved the ob- 
struction by a duodenojejunostomy. 

SAMUEL PERLOWw, M.D. 


Hogan, E. P.: The Appendix Problem. Ann. Surg., 
1937, 105: 815. 

There were 18,129 deaths from appendicitis in the 
United States during 1934, while the deaths between 
1900 and 1934 have never mounted higher than 
15.3 per 100,000 population. 

Appendicitis is a neglected medical educational 
problem. The subject of appendicitis does not even 
appear in many recent authoritative treatises on 
gastro-enterology and the practice of medicine. 

Hogan traces the surgeon’s experience with appen- 
dicitis from the time appendicitis was recognized as 
an entity, and recounts the varying trends of 
opinions concerning its treatment. As more experi- 
ence has been gained, the mortality has decreased. 
Hogan urges now that the public be educated re- 
garding this condition as he believes that thereby 
further reduction of the mortality rate can be accom- 
plished. It is well established that early diagnosis 
is the key note of treatment, and the patient’s 
knowledge of the disease will do much to make a 
clinical history more accurate. 

The author then outlines the procedure required 
to establish a diagnosis of appendicitis. He reviews 
the signs and symptoms that have come to be asso- 
ciated with the disease, and emphasizes the more 
important ones. 

He states that the type of treatment employed 
has a definite bearing upon the mortality. Various 
surgeons have somewhat different views on the 
subject of treatment, and he reviews the opinions of 
many outstanding surgeons, and refers to the large 
series of cases reported by them. He believes that 
the intensive study being made of appendicitis 
accounts for the reduction of the mortality as shown 


by the records of official statisticians. More than 
oo per cent of the mortality reported is due to some 
form of peritonitis. 

The author then concludes with the statement 
that a broad educational campaign, national in 
scope, will decrease the number of cases of appen- 
dicitis which come under observation after inflam- 
mation has extended beyond the appendix. 

GarsIpE, M.D. 


i" J. G. M., McCabe, E. J., and Wishik, 
. M.: Acute Appendicitis in the Exanthems. 
aie J. Dis. Child., 1937, 53: 1029. 


Because abdominal pain and vomiting are fre- 
quent early symptoms of the exanthems, appendi- 
citis is overlooked occasionally in the early stages of 
those conditions. On the other hand, children are 
operated on frequently in the prodromal stages of 
the various exanthems for conditions which turn 
out to be pseudo-appendicitis. The differentiation 
between pseudo-appendicitis and true appendicitis 
is difficult. The authors offer no method for differ- 
entiation, but state that true appendicitis is ex- 
tremely rare in the prodromal stage of the exanthems 
and that when there is a history of exposure to dis- 
ease as measles, right lower quadrant pain may be 
due to pseudo-appendicitis unless the findings are 
overwhelmingly those of a condition requiring 
surgery. They believe that a specific giant-cell 
reaction of the exanthem can occur in the appendix 
and give pseudo-appendicial symptoms. They 
report 21 cases of definite appendicitis which were 
operated in 26,462 patients with contagious diseases. 

SAMUEL PERLOw, M.D. 


McClure, R. D., and Altemeier, W. A.: Acute Per- 
forated Appendicitis with Peritonitis. Ann. 
Surg., 1937, 105: 800. 

McClure and Altemeier studied 252 consecutive 
cases of acute perforated appendicitis which were 
treated at Henry Ford Hospital during the period 
from 1915 to 1933 with special reference to the 
mortality rate. In 22.1 per cent of the patients ad- 
mitted with acute appendicitis, perforation had 
occurred. The cases were divided into 4 groups. 

Group A. Cases with perforation of the appendix 
and local peritonitis. These made up 21.83 per cent 
of all the cases, and showed no mortality. 

Group B. Cases with perforation of the appendix 
and abscess formation. This group made up 46.43 
per cent of all the cases, and showed a mortality of 
4.2 per cent. 

Group C. Cases with perforation of the appendix 
and general peritonitis. These amounted to 25.70 
per cent of all the cases, and showed a mortality of 
21.5 per cent. 

Group D. Cases with perforation of the appendix, 
general peritonitis, and abscess. The mortality in 
this group was 46.6 per cent. 

During the nineteen-year period from 1915 to 
1933 the operative mortality decreased from 22.2 
to 7.7 per cent. 
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The authors analyzed their series very carefully 
as to the predisposing and exciting factors of the 
conditions. An analytical study was made of the 
bacteriology, pathology, symptomatology, and treat- 
ment. In view of the mortality rate reported it is 
interesting to note that ‘‘it has been the rule in the 
authors’ clinic to operate immediately after the 
diagnosis of acute appendicitis has been made 
regardless of the duration of the symptoms unless 
the patient is practically moribund.” 

The McBurney incision was used in 70 per cent 
of the cases and is now favored by the authors as a 
routine procedure. Unless specifically contra-in- 
dicated, spinal anesthesia is used. The use of the 
McBurney incision and spinal anesthesia, together 
with careful pre-operative and postoperative treat- 
ment, in the opinion of the authors, account for the 
declining death rate from perforated appendicitis. 
GarsinE, M.D. 


Abel, A. L.: Common Diseases of the Rectum and 
Anal Canal. Brit. M.J., 1937, 1: 1297. 


Abel reviews the anatomy of the rectum, de- 
scribes the proper technique of examination, and dis- 
cusses the more common diseases encountered: 
fissure, piles, abscess, fistula, pruritus, and tumors. 
SAMUEL Kaun, M.D. 


Leibovici, R.: Hysterectomy and Colpectomy in the 
Radical Removal of Cancer of the Rectum 
(Place et réle de l’hystérectomie et de la colpectomie 
dans l’exérése large du cancer du rectum). J. de 
chir., 1937, 49: 665. 


At a time when radical removal of cancer of the 
rectum was considered a very dangerous operation 
Tixier proposed hysterectomy as a routine supple- 
mentary operation. 

The author believes that supravaginal hysterec- 
tomy is a valuable supplementary operation in 
excision of cancer of the rectum because it gives a 
better view of the floor of the pelvis on which the 
operation is being performed; it provides material 
for peritonization; and the vagina, opened at the 
top by the operation, provides excellent drainage. 
Some have advocated colpectomy also, and slit the 
posterior wall of the vagina; but the author believes 
this method is dangerous because of the prolapse of 
the bladder which follows it. 

The author performs an abdominoperineal ampu- 
tation of the rectum, which has been described in 
previous articles. In this article he deals only with 
the hysterectomy and the technique by which the 
pelvic field of operation is hermetically closed off 
from the peritoneal cavity. The steps of this part 
of the operation are illustrated. It is not necessary 
to carry vesicovaginal dissection very far or to open 
the broad ligaments freely to isolate the ureters. A 
high and easy sub-total hysterectomy is sufficient. 
The pedicles of the utero-ovarian vessels and round 
ligaments should be kept long, and as much as 
possible of the vesico-uterine peritoneum and broad 
ligaments should be preserved. The sutures which 
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close the cervix are not cut for they can be used for 
traction to lift up and open the Douglas’ pouch. 


This is shown in Figure 1, which illustrates the 
stage of the operation after the hysterectomy has 
been performed. The superior hemorrhoidal and 
the mesocolon have been sectioned, the rectum 
freed, and the colon sectioned near the rectosigmoid 
juncture. Figure 2 shows the beginning of peritoniza- 
tion, which the author carries out by the method 
proposed by Coffey. Peritonization is the most 
important part of the abdominal operation and the 
success of the operation depends on the care with 
which it is performed. The field of operation must 
be closed off absolutely hermetically from the 
peritoneal cavity. The pelvic peritoneal floor is 
restored by a sagittal suture passing from the prom- 
ontory to the pubis. Although the bottom of the 
pelvis is excluded, it is drained abdominally by a 
“chimney,” or tube made around the drain with 
bladder peritoneum, the course of which is entirely 
extraperitoneal. The pedicles of the broad liga- 
ments are brought together in the midline and 
sutured. Figure 3 shows the continuation of this 
median sagittal peritonization above the cervix and 
the bladder. It shows the serous chimney for the 
drain made of the thick and mobile bladder peri- 
toneum, which has been made still more mobile by 
the removal of Doyen’s valve. Figure 4 shows the 
completion of the peritonization with the extra- 
peritoneal drainage chimney emptying above the 
pubis. The hermetic closing-off of the field of 


operation is complete. The colon comes out through 
an iliac counter opening. The excess will be resected 
and an iliac anus established by the use of a Paul’s 
tube. 

The perineal stage of the amputation is performed 
as usual. After the rectum is removed the pelvic 
peritoneal floor is supported by a large Mikulicz 
drain and the perineal wound left open. A retention 
catheter should be inserted to keep the bladder 
empty and protect the peritonization. 

AupREY Goss MorGan, M.D. 


Tucker, C. C., and Hellwig, C. A.: Pruritus Ani: 
Histological Picture in Forty-Three Cases. 
Arch. Surg., 1937, 34: 929. 


Pruritus ani may be regarded as a disease that is 
very poorly understood. The cause is generally dis- 
puted, and the variety of proposed remedies offered 
for treatment suggests that nothing has been found 
resembling a cure. There are two types of pruritus, 
the direct and the indirect. In the direct type of 
pruritus, local anal diseases such as fistulas, fissures, 
ulceration of the anus and rectum, polyps, papille 
and hemorrhoids have all been given as causes. In 
the indirect type, Montague regards the intense 
itching as a referred symptom caused by disorders 
in distant organs. Bacteria and fungi, pediculi and 
pin worms are mentioned frequently as factors. In 
certain cases, the condition has been attributed to 
allergy. It may be said truthfully that the cause of 
this distressing condition is not known. 
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Tucker and Hellwig base their conclusions on the 
clinical and histological study of 43 cases of anal 
pruritus occurring among 386 patients. The in- 
cidence was 11 per cent. There were 22 men and 21 
women. No children were observed with true 
pruritus. The great majority of the patients pre- 
sented one or more lesions of the anal canal. Histo- 
logical studies revealed that the pathological picture 
of the anal canal of a patient with pruritus did not 
differ from that of patients without pruritus. There- 
fore anal lesions cannot be regarded as the essential 
cause of this disease. Radical removal of all anal 
lesions will often markedly improve the pruritus 
but will seldom bring about a complete cure of the 
trouble. 

From the histological studies of the cutaneous 
changes in pruritus, the picture compared favorably 
with that of a chemical dermatitis. Hydrops of the 
epidermis cells, irregular proliferation of the stratum 
mucosum and of the hair follicles, hyperkeratosis 
with plugging of the hair follicles, and atrophy of the 
sebaceous glands are changes characteristic of 
dermatitis due to chemical irritants. The four 
stages seen in pruritus, i.e., (1) exudative inflamma- 
tion, (2) epidermoid proliferation, (3) atrophy of the 
epidermis and sebaceous glands, and (4) epithelial 
defects, can be produced in the skin of rabbits and 
mice by the action of certain chemical substances 
which may be present in human feces. Besides 


other hydrocarbons, scatol may be the responsible 
agent in this malady. 


Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Heuer, G. J.: The Surgical Aspects of Acute 
Cholecystitis. Ann. Surg., 1937, 105: 758. 


The author believes that the literature regarding 
thesurgical aspects of acute cholecystitis gives the 
impression that the clarification of certain matters 
often referred to might aid in determining the com- 
parative value of early and late surgical treatment. 
He raises the following questions: 

1. Has not the relationship between the clinical 
symptoms of acute cholecystitis and the pathological 
course of the inflammatory process in the gall bladder 
an important bearing upon the question of early or 
late operation? 

2. Does the acutely inflamed gall bladder so rarely 
undergo gangrene and perforation that these com- 
plications may be disregarded as important factors 
in the treatment of the disease? 

3. Do the complications of gangrene and per- 
foration of the gall bladder contribute so little to the 
mortality in disease of the gall bladder and bile ducts 
that they may be disregarded in a plan of treatment 
of the disease? 

4. Is the danger to the patient of operating in the 
acute stage of the disease before gangrene and per- 


323 


foration have occurred greater than the danger of 
gangrene and perforation, the result of a conservative 
or waiting policy? 

In an effort to find an answer to these questions 
the author includes studies made of 1,565 cases and, 
in addition, over 35,000 cases of disease of the gall 
bladder and bile ducts gathered from more recent 
literature, as well as some 1,500 cases of acute 
cholecystitis specifically. In this article, he states the 
conclusions at which he arrived with respect to the 
questions which he propounded. 

He states that the clinical symptoms, physical 
signs, and laboratory data in acute cholecystitis 
often fail to indicate accurately the course of the 
pathological process in the gall bladder. In the 
acutely progressive type of the disease, the clinical 
manifestations fairly closely parallel the pathological 
process in the gall bladder; but in other cases, even 
in the presence of subsiding or minimal symptoms, 
the pathological process in the gall bladder may 
proceed to gangrene and perforation of the organ. It 
appears that gangrene and perforation occur ap- 
proximately in 20 per cent of all cases of acute 
cholecystitis, the pathological course of which is not 
interrupted by surgical measures. It appears further 
that these complications are responsible, under a 
deferred plan of treatment, for a mortality in acute 
cholecystitis which varies greatly among different 
observers, but which in the literature is rarely below 
20 per cent and often as high as 4o per cent. This 
mortality represents approximately 1o per cent of 
the total mortality in the surgical treatment of non- 
cancerous disease of the gall bladder and bile ducts. 

The incidence of gangrene and perforation and the 
mortality are sufficiently high not to be disregarded 
in a plan of treatment of this disease, unless it be 
true that they are less a menace to the life of the 
individual with acute cholecystitis than operation 
performed early for the purpose of avoiding them. 
That these conditions are not less dangerous but 
distinctly more dangerous than operation in the acute 
stage of the disease is suggested by an experience 
derived from a study of 153 cases of acute cholecysti- 
tis in which operation in the acute stage was de- 
liberately planned and, so far as possible, con- 
sistently carried out with the purpose of attempting 
to lower the mortality from gangrene and perfora- 
tion of the gall bladder. In this series, the total 
mortality was 3.2 per cent; but when analyzed from 
the viewpoint of the extent of the disease, the 
mortality in 137 cases in which cholecystectomy was 
performed before perforation occurred was 2.1 per 
cent. The mortality in 16 cases subjected to opera- 
tion after perforation had occurred was 12.5 per 
cent. This mortality is so favorable in comparison 
with the published statistics of mortality rates 
following the surgical treatment of cholecystitis that 
the author feels justified in continuing a method of 
treatment which is opposed to the conservative 
method. Emit C. Rosrrsuek, M.D. 
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UTERUS 


Lefebvre, C., and Gouzi, J.: Cancer of the Cervical 
Stump (Le cancer du col restant). Rev. franc. de 
gynéc. et d’obst., 1937, 32: 256. 


The entire problem of carcinoma of the cervical 
stump resolves about a single question: Does the 
frequency of this form of cancer demand the routine 
adoption of total rather than sub-total hysterec- 
tomy? If total hysterectomy were as simple a 
procedure as the sub-total operation, there would be 
no reason to discuss the matter. Cancer of the 
cervical stump would automatically be eliminated. 
If, also, the incidence of carcinoma of the stump and 
its gravity surpassed the dangers of the total opera- 
tion, there would be no reason for discussion. The 
total operation would then be the only choice. For 
the majority of surgeons, total hysterectomy is a 
formidable procedure. Moreover, there is no uni- 
versal agreement that carcinoma of the cervical 
stump is extremely frequent. 

With these remarks the authors introduce their 
discussion of carcinoma of the cervical stump, which 
they treat from the standpoint of incidence, cause, 
pathology, clinical aspects, and therapy. 

Reports as to its incidence are highly variable. 
The number of published cases is steadily increasing. 
Statistics of cancer institutions must be viewed 
critically, however, since they do not and cannot 
give the important information as to the frequency 
of this form of cancer in large series of sub-total 
hysterectomies. The authors calculate an incidence 
of 0.5 per cent in a series of 22,165 hysterectomies. 
Dor and Mevel, comparing the frequency of the 
sub-total operation and the finding of cancer of the 
cervical stump in two different hospitals over a 
given period, calculate an incidence of 0.65 and 1.5 
per cent, respectively. Careful follow-up studies of 
their cases by individual surgeons will alone give 
the answer. This study promises great difficulty 
since not more than 30 per cent of the patients will 
return for long-continued observations. 

According to the authors, 30 to 40 per cent of 
cancers of the stump are early and more than one- 
third were present at the time of operation. An 
interval of one year after the operation justifies the 
assumption that the cancer developed in the stump, 
even though the delay in the clinical appearance 
does not rule out the possibility that the neoplasm 
already existed before the operation. The majority 
of carcinomas of the stump appear less than six 
months and more than two years after the operation. 

Myomas of the uterus are not, as some suppose, 
the common preceding lesion. Salpingitis is equally 
frequent. In late cases, salpingitis even predomi- 
nates as a possible predisposing factor. The patho- 
genesis of this form of cancer, like that of others, is 
obscure. No clinical features are helpful in deter- 


GYNECOLOGY 


324 


mining the cause, nor do histological studies indi- 
cate a point of origin. 

The best prophylaxis lies in perfecting our diag- 
nostic facilities. Total hysterectomy performed 
routinely is too radical since the mortality surpasses 
the incidence and mortality of cancer of the stump 
itself. It should be reserved for suspicious cases. 
Cancer of the stump should be treated by irradiation 
only; operation is at best incomplete and difficult. 
The prognosis in general is poor. 

Harovp C. Mack, M.D. 


Dieulafé, R.: Local and Regional Recurrences of — 


Cervical Cancer (Les récidives loco-régionales dans 
le cancer du col). Rev. frang. de gynéc. et d’obst., 
1937, 32: 273. 

There is a general tendency to regard recurrences 
of cancer with great pessimism. Another unfor- 
tunate tendency, says the author, is to overlook the 
fact that a recurrence does not differ essentially 
from the primary tumor. A recurrence, therefore, 
is merely a continuation of the original tumor and 
is not necessarily more malignant. It means almost 
always that the primary tumor has been treated in- 
sufficiently. 

The author describes two ways in which neo- 
plasms may recur: (1) as a regional recurrence, or 
recurrence in situ and (2) as metastasis, or recur- 
rence at a distant point. The former variety may 
present itself locally, in the vaginal scar or in the 
uterus; in the pelvis by direct extension or via the 
lymphatics; or in the lymph glands which drain the 
cervix. 

Recurrences present an important and frequent 
clinical problem. They are more frequent in the 
aged and in those in poor general health. The large 
ulcerative and vegetative growths recur more 
frequently than the nodular varieties. Opinions 
vary as to the tendencies toward recurrence of the 
different histological cancer types. Recurrences are 
equally frequent after radical surgery or irradiation 
therapy in advanced cases. Recurrences in situ are 
frequent after surgery; pelvic or lymph gland. recur- 
rences most commonly follow vaginal and uterine 
applications of radium. 

Recurrences are most frequent during the first 
year or two after treatment; those following radium 
treatment are observed later than those following 
surgery. Recurrences after five years are rare. 

The author discusses the common signs and 
symptoms of recurrences. In cases in which it is 
difficult to distinguish between recurrence and super- 
vening inflammatory processes, biopsy or explora- 
tory laparotomy are indicated. 

An efficient prophylaxis against recurrence after 
any form of treatment has not as yet been devised. 

The treatment of recurrences by surgical means 
is difficult and has now been superseded largely by 
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irradiation therapy. Radium may be employed by 
means of vaginal or intra-abdominal application. 
The latter mode entails great risks both as to 
primary mortality and late complications from 
fistula. Telecurietherapy is available only in large 
centers possessing large amounts of radium. Roent- 
gentherapy is the treatment of choice when radium 
cannot be applied directly to the lesion. 

The results of treatment are encouraging enough 
io warrant persistent efforts. Cures have been 
obtained. More will follow as the methods are 
improved. When properly carried out, the treat- 
ment of even hopeless cases will do much to ease the 
course of the disease. Harotp C. Mack, M.D. 


Curtillet, E.: The Treatment of Pain in Cancer of 
the Cervix (Traitement de la douleur dans le cancer 
du col). Rev. frang. de gynéc. et d’obst., 1937, 32: 300. 


The management of the severe pain which char- 
acterizes the late stages of cervical cancer presents 
a real problem. Morphine, even in large doses, is 
permissible. Its disadvantages are obvious: (1) it 
calms the patient but weakens her; (2) its constant 
administration is costly; and (3) the patient suffers 
more or less between injections. 

Cobra venom administered subcutaneously at 
from eight to ten day intervals has been successful 
occasionally. The results with this method are not 
consistent enough to merit serious consideration. 

Surgical procedures are more efficacious and are 
worthy of consideration. These operations are 
designed to interrupt the paths by which the pain 
sensations are carried to the cerebrum. The author 
lists two chief paths: (1) from the inferior hypo- 
gastric plexus or Frankenhauser’s plexus, to the 
hypogastric nerves, to the presacral nerve or the 
superior hypogastric plexus, where they combine 
with the fibers to the mesenteric plexus and the 
lumbar sympathetic ganglions; and (2) from the 
periarterial plexus of the uterine arteries to the hy- 
pogastrics to end in the lumbar sympathetic 
ganglions. 

Pain may be caused by one of several possible 
factors: (1) involvement of the pelvic sympathetics; 
(2) benign or malignant periarterial lymphangitis; 
(3) neuritis of the presacral nerve; (4) inflammatory 
changes of the sacral plexus; (5) distention of the 
ureters, kidney pelves, or kidneys; and (6) sacral or 
lumbar metastases. This multiplicity of factors 
accounts for the many different surgical approaches 
which have been devised, and also explains both 
their successes and failures. 

The author lists the following surgical procedures 
which have been attempted: 

1. Section of the posterior roots of the lumbar 
nerves. This procedure requires an extensive lam- 
inectomy, gives inconstant results, and has there- 
fore been abandoned. 

2. Section and resection of the sympathetics, 
hypogastric periarterial sympathectomy, and sym- 
pathectomy of the superior hypogastric plexus. This 
method succeeds in about one-third of the cases; in 
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one-fourth it failed entirely. ‘The technique is simple 
if the lesion is not too advanced to permit surgical 
approach. Rectal and vesical symptoms resulting 
from disturbed innervation are not serious. 

3. Complete or partial cordotomy. The complete 
section of the cord is no longer performed. It was 
applied only to those patients who were already 
paraplegic and incontinent. Partial cordotomy may 
be either unilateral or bilateral. It involves cutting 
the anterolateral portion of the cord in the region of 
the fifth lumbar segment. This operation has a 
mortality of from 5 to 7 per cent. The results 
generally are good. Loss of sensation is complete. 
Transient paralysis of the lower extremities, urinary 
retention, and constipation are observed for a 
period of from three to four weeks in 30 per cent of 
the cases. 

Recent attempts to destroy pain paths by means 
of alcohol by infiltration of the sacral nerve roots or 
by subarachnoid injections have been reported 
with very favorable results. Failures resulted in 
only 10 per cent of the cases. Transient paralyses, 
urinary retention and incontinence, and diarrhea 
have been noted as sequel. 

The author recommends more earnest considera- 
tion of these methods for the relief of pain in patients 
with cancer. No one method, he cautions, is 
suitable for all cases. Alcohol injection into the 
subarachnoid space is the most simple method of 
all. It can be performed without jeopardizing the 
patient’s life. In event of failure, resection of the 
superior hypogastric plexus, of all surgical methods, 
promises the maximum of relief with the minimum 
of risk. If the pain is sacral or renal in origin, 
cordotomy or section of the posterior commissure 
of the cord may be attempted. In all such attempts 
the operator has much to gain and little to lose; the 
results are often gratifying. 

Harotp C, Mack, M.D. 


Dieulafé, R.: Surgical Treatment of Adenopathies 
in Cancer of the Cervix (Traitement chirurgical 
des adénopathies dans le cancer du col). Rev. 
frang. de gynéc. et d’obst., 1937, 32: 229. 


Invasion of the glands is of primary importance 
in the prognosis and treatment of cancer of the 
uterus. Still very little is known about it. It is not 
known definitely in which forms of uterine cancer 
the glands are most apt to be involved, at what time 
they become involved, to what extent irradiation 
affects them, and how much surgical removal of the 


glands increases the chances of cure. Different 
authors give the percentage of cancer of the cervix 
in which the glands are involved at from 15 to 75 
per cent. 

If the glands are involved and are not removed, 
there is almost certain to be a recurrence. Estimat- 
ing that adenopathy exists in a third of the patients, 
the author thinks it preferable to subject the other 
two-thirds to gland removal rather than let one- 
third run the risk, or the almost certainty, of gland 
recurrence. It is not yet known definitely even what 
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glands are involved in cancer of the cervix. This 
would seem to be a very simple anatomical question, 
but authorities are still divided on it. It seems 
possible that a migrating cancer cell may reach the 
glands of the internal and middle chains of the 
external iliac group, the glands of the hypogastric 
group, and the glands of the primary iliac group, 
glands of the promontory. There seems to be a 
semicircle of lymphatic glands, open forward, 
where it extends to the upper border of the ob- 
turator foramen. 

In the history of treatment of cancer of the cervix 
two tendencies have been revealed: first, to remove 
all of the glands freely, and then to remove the 
cellular tissue, but leave the glands. More recently 
there has been a tendency toward a more limited 
removal. Leveuf recommends treating the cervix 
with radium first, and a month later removing the 
glands after laparotomy, sectioning the lymph- 
gland layer of the uterus after having dissected it, 
which necessitates section of the umbilico-uterine 
trunk. Brocq, Palmer and Parat resect the external 
iliac vein in order to resect the large affected glands. 
While this operation is not serious, it involves some 
edema of the malleoli. 

The figures for the late results of gland removal 
are as varied as those for the involvement of the 
glands. Both the operative indications and the 
results of operation are still more or less matters of 
speculation. 

The author recommends a simple technique for 
exploration of the glands. An incision as for ligation 
of the external iliac should be made and slightly 
enlarged by section of the epigastric vessels; the in- 
cision is followed by subperitoneal dissection and 
finding of the external iliac vessel packet. The dis- 
section is extended inward and downward to expose 
the obturator nerve, and upward to come as near 
as possible to the bifurcation of the common iliac 
artery. Exploration of the lymphatic glands along 
the external iliac vein and all around it should be 
carefully made, particularly of the space bounded 
above by the vein and below by the obturator nerve. 
A very large gland which Leveuf calls the principal 
gland is usually found in the latter location. The 
glands should be removed, the vessels ligated, and 
the subperitoneal space drained to _ prevent 
hematoma, lymphorrhagia, or infection. The best 
time for this operation seems to be from six weeks 
to two months after the end of the physical treat- 
ment. At this time inflammatory adenopathies 
have doubtless disappeared. The absence of in- 
flammation is very important in judging the real 
condition of the gland and also to avoid infecting 
the subperitoneal tissue upon opening the lymphat- 
ics; vaccination is recommended before operation. 

Observations which are made in this way will give 
a fuller knowledge of the amount of gland involve- 
ment, and will make it easier to judge the value 
of removal of the gland in preventing recurrences of 
cancer of the cervix. 

AvuprEY Goss Morcan, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Pierra, L. M.: Heliotherapy in Gynecology; Its 
Place in the Treatment of Non-Tuberculous 
Inflammations of the Adnexa (L’héliothérapic 
en gynécologie; sa place dans le traitement des in- 
flammations annexielles non tuberculeuses). Rev. 
frang. de gynéc., et d’obst., 1937, 32: 157. 

Heliotherapy has been used extensively in tuber- 
culosis, but very little in other affections. Many 
physicians do not know anything about it, and 
others believe that it can be used only in special 
sanitaria and in special locations, such as the high 
mountains or the seashore. This is a mistake. It 
can be used anywhere where there is sunshine. 

The author was first led to the use of heliotherapy 
during the war in which he found it valuable not 


only for tuberculosis but also for war wounds, par- © 


ticularly bone wounds. After having found it very 
effective in orchi-epididymitis he began using it in 
inflammations of the tubes and ovaries. He was 
working in the Vosges region, which cannot compare 
for sunlight with the French or Italian Riviera, and 
he did not have any special sanatorium, but had to 
utilize the conditions which he found around him. 
It was not until 1925 that he was able to build a 
solarium. 

Strict rules have to be followed in this sunshine 
treatment. The sunshine should be direct; that is, 
it should act on the nude body without even any 
light transparent covering. It should act on the 
whole body except the head and shoulders. It 
should be given in the fresh air, and preferably 
immediately after the bath. The temperature should 
be kept at from 30° to 40° although the treatment 
may be effective at lower temperatures, and some 
patients can bear it as high as 50°. In most sanatoria 
the patients lie flat on their backs in bed, but the 
author prefers to elevate the head of the bed so that 
they lie on an inclined plane. The exposure should 
be progressive in surface and duration. However, 
the author does not agree with Rollier as to the 
efficacy of sunburn. He does not find that the 
erythema is an active factor in the results, but 
rather that it is a defense reaction. He finds it best 
to expose the patients to the sunshine until they 
have had a sunburn for some time, from fifteen to 
thirty days, and then let them rest for from eight to 
fifteen days until the pigmentation disappears. 

This treatment should be used only in cases of 
chronic adnexitis after the fever and acute inflam- 
mation have subsided. The author has treated 
about 800 patients in this way from 1919 to 1936. 
In almost all of them the pain stopped very quickly. 
The sunshine had a hemostatic, or rather a eumenor- 
rheic effect; that is, it tended to establish the normal 
equilibrium of the menses, no matter whether they 
were too scanty or too profuse. Only occasionally 
was there a transitory rise of fever during the 
treatment. This statement leaves out of account 
the slight fever of from 37.5° to 38° which sometimes 
occurs in the beginning of the treatment, just as 
fever may occur in the beginning of diathermy, but 
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which is not sufficient to require cessation of the 
treatment. 

The proportion of cures or improvements com- 
pares very favorably with that of other non-surgical 
methods of treatment. In about three-fourths of 
the cases (72 per cent) the sunshine treatment gave 
satisfactory, or very encouraging, results. 

The objection may be made that most of the 
patients were given some other form of treatment 
also, such as vaccine therapy or diathermy. How- 
ever, that is no reason for not utilizing these different 
methods of treatment, all helpful, which save many 
women with chronic inflammation of the uterus and 
tubes from mutilating operations; heliotherapy is a 
very valuable adjuvant in such non-surgical treat- 
ment. AupDREY Goss MorcGan, M.D. 


Sampson, J. A.: The Lymphatics of the Mucosa of 
the Fimbriz of the Fallopian Tube. Am. J. 
Obst. & Gynec., 1937, 33: 911. 


From the study of carcinoma-filled and empty 
lymphatics in the mucosa of the ampulla of the hu- 
man fallopian tube, the author believes that the dis- 
tribution of these vessels closely resembles the 
distribution of the lymphatics in the mucosa of the 
ampulla of the sow’s tube described by Andersen. 

Since the fimbrial mucosa has the same histologi- 
cal structure as the mucosa of the distal portion of 
the ampulla with which it is continuous, it might be 
inferred that the distribution of the lymphatics in 
the mucosa in these two locations would be the 
same. By comparing the lymph vessels in mucosal 
folds of approximately the same size and shape in 
one or several sections of both the ampullar and 
fimbrial mucosa, it is possible, in a general way, to 
visualize the distribution of the lymphatics in that 
type of mucosal fold. As mucosal folds vary in size 
and form, the pattern of the lymphatics in these 
folds must vary accordingly. The larger folds with 
secondary folds arising from them will have a more 
complex lymphatic pattern than the smaller and 
simpler folds. 

For descriptive purposes the lymphatics of the 
ampullar and fimbrial mucosa may be divided into 
two plexuses: one situated in the mucosa at the base 
of and between the folds, and the other in the folds. 
Vessels from the plexus in the folds empty into the 
plexus at the base of the folds. Thus, the lymphat- 
ics of one mucosal fold are united with those of adja- 
cent folds. This pattern prevails in all sizes and 
types of mucosal folds, whether in the ampulla or 
fimbriz. 

The author has been unable to ascertain either the 
pattern of the branching and anastomosing of the 
lymph capillaries in the folds or the form of their 
termination, really their origin, in the crest of the 
folds, whether it occurs in blind ends or loops. Only 
by a careful study of tubes in which the lymphatics 
have been injected can these finer and interesting 
details be determined. 

In the sections of the fimbrie studied, the lymph 
vessels of the mucosa were usually more dilated and 
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therefore more easily seen than the vessels in the 
ampullar mucosa of the same tube. In spite of this 
fact, the author experienced almost as much difti- 
culty in tracing, even in serial sections, these non- 
injected capillaries in the fimbrial folds as those in 
the ampullar folds. Since the lymphatics of the 
ampullar and fimbrial mucosa are true capillaries 
without valves, a free circulation of the lymph in all 
directions in the plexuses is assured. 

There is abundant evidence that the lymphatics 
at the base of and between the mucosal folds of the 
fimbrie about the ostium of the tube are continuous 
with similar lymphatics of the mucosa of the distal 
portion of the ampulla. There are indications that 
the mucosal lymphatics of the fimbrie drain into 
vessels in the wall of the infundibulum and also in 
the mesosalpinx beneath this mucosa. 

An anastomosis between lymph vessels, coming 
from the hilum of the tubal pole of the ovary, and 
the lymphatics of the adjacent ovarian fimbrie may 
exist, but was not positively demonstrated. No sug- 
gestion was found of an anastomosis between the 
mucosal lymphatics of the fimbrie and the subsero- 
sal lymphatics at the mucoserosal junction. 

Epwarop L. Corne Lt, M.D. 


EXTERNAL GENITALIA 


Gerhardt, Leopold: Rare Tumors of the Vulva 
(Seltene Geschwuelste der Vulva). Ginek. polska, 
1936, 15: 936. 

The author gives a description of three rare 
tumors of the vulva. The first case was that of a 
girl of nineteen years. The tumor originated in the 
large labium pudendi, and in less than three months, 
it grew to immense proportions. During all this 
time, the patient felt no appreciable pains except 
those due to its size and location. The tumor 
became as large as the head of an adult, and it had 
an uneven surface. In the flexure of the right 
groin, it extended to the inguinal glands. At this 
site there was a collection of glands the size of an 
orange. Simultaneously with this new growth, 
menstruation ceased. In the opinion of the author, 
the tumor has a retarding influence upon the 
function of the ovaries. The clinical diagnosis was 
primary sarcoma of the vulva. The histological in- 
vestigation revealed endothelioma and perithelioma 
of the vulva. The therapy consisted of three suc- 
cessive x-ray exposures. In connection with the 
irradiation, it was noticed that the tumor was 
spreading into the soft parts of the right buttock 
and that the general condition was becoming worse. 
According to Kehrer, there could be found records 
of only 75 similar cases in the literature of which 
number, however, only 9 are described as true 
endothelioma. 

The second case was that of a woman forty-two 
years old who had an acromegalic type of tumor. 
The patient noticed in the large labium pudendi, 
a nodule the size of a lentil, which in the course of 
three and one-half years increased to about the 
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size of a hen’s egg. The tumor was distinguished 
by a deep blue color; it adhered to the surface skin; 
and presented only an indistinct delimitation from 
its surroundings. Clinical diagnosis disclosed pri- 
mary melanosarcoma of the vulva, and histological 
examination confirmed the clinical diagnosis. Since 
the patient refused her consent to a radical opera- 
tion, all that could be attempted was the extirpation 
of the nodule. In the course of two months, metas- 
tases appeared in the bordering glands. X-ray 
therapy was also refused by the patient. After a 
period of six months, death occurred. Including 
this case, the literature contains a record of only 89 
cases of melanosarcoma of the vulva. 

The third case was that of a patient thirty-four 
years old who a year previously had noticed on her 
outer genitals a nodule which had been growing 
steadily. The gynecological examination revealed a 
tumor on the right large labium pudendi the size of 
a fist, of hard consistency and uneven surface. The 
tumor was stationary. The histological examination 
revealed an inflamed fibromyoma. Removal was 
accomplished by operation. In the literature 19 
similar cases were found. 

(B. Kowatsk1). CLARENCE C. REED, M.D. 


MISCELLANEOUS 


Bickenbach, W.: Radiotherapy of Tuberculosis of 
the Female Genitalia (Strahlenbehandlung der 
Tuberkilose der weiblichen Geschlechtsorgane). 
Ergebn. d. med. Strahlenforsch., 1936, 7: 299. 


The healing of genital tuberculosis by means of 
x-ray therapy does not depend on the direct action 
upon the bacteria or the primary increase of the 
stimulus or function of the counteracting tissue, but 
rather it is due to the fact that because of injury to 
the lymphocytes and round cells, specific and un- 
specific protective matter is freed which stimulates 
the proliferating granulation tissue and cicatriza- 
tion. The general effect is only the result of the 
local changes. Just as in every other local treat- 
ment of tuberculosis, x-ray therapy must be sup- 
ported through general measures which tend to 
increase the prophylactic effectiveness of the 
organism. The diagnosis of genital tuberculosis 
with the certainty required for radiotherapy without 


operative exposure and histological investigation is 
one of the most difficult in gynecology; surgical 
measures for diagnostic purposes are often un- 
avoidable. Treatment by radiotherapy has the 
advantage over operative procedure in that it is 
without danger. Injury to the skin and ovaries can 
easily be avoided. The treatment lasts much 
longer, however, from three to six months. The 
x-ray treatment of tuberculosis of the adnexa should 
be made available to the general public through the 
medium of public health resorts. 

Exclusive of isolated cases with large, loose ab- 
scessed tubes, ascites, mixed infections with ab- 
scesses, and septic symptoms, the treatment should 
begin immediately after diagnosis, independently of 
the question of operability. If the exploratory 


laparotomy reveals tuberculosis, radiotherapy should | 


follow immediately as well as after extirpation. The 
periods of irradiation should be prolonged in order 
to decrease the ovarian function whenever menstrua- 
tion results in the aggravation of the general condi- 
tion; otherwise, short exposures averaging from 35 
to 100 r in the focus of infection will suffice. The 
frequency and distance of the exposures vary; hard 
rays with from 0.6 to 1 mm. of copper and a voltage 
of from 170 to 200 kilovolts are used. Filtration 
should be done with o.5 mm. of copper or zinc. 
Unit doses do not exist; schematic procedures 
should be avoided. Single doses are to be smaller 
and the distance greater, the more acute the course 
of the disease. Larger doses are to be used in case 
of urgent need to counteract pain and in fistulas 
from 200 to 300 r if the ovaries need not be con- 
sidered. When conception is still a possibility and 
during pregnancy, x-ray treatment is excluded. A 
combination of general treatment with x-ray 
therapy is much more successful than surgical 
treatment, as the cures and improvements amount to 
81 per cent and the mortality to only 11.8 per cent. 
Radium therapy is allowed in uterine tuberculosis 
only when the adnexa are found to be intact after 
an examination under narcosis; otherwise x-ray 
therapy should be used. For portio tuberculosis, 
intravaginal radium application in small doses is suc- 
cessful, but when the ovaries must be saved, ultra- 
violet therapy should be substituted. 
(StEVERS). CLARENCE C. REED, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Young, J.: The Habitual Abortion and Stillbirth 
Syndrome and Late Pregnancy Toxemia. Brit. 
M. J., 1937, 1: 953+ 


The author reports the completed and consecutive 
histories of 17 women who between them had 51 
successive pregnancies ending in abortion, prema- 
ture stillbirth, stillbirth, or early neonatal death 
before coming to treatment. In 17 subsequent 
pregnancies under treatment with urinary prolan, 
15 living infants were born; that is, 100 per cent 
failure was transformed into 88.2 per cent success. 
The circumstances attending the administration of 
prolan and progesterone strongly suggest that it 
operates in the form of a true substitution therapy. 

Women with a history of repeated abortion seem 
to be exposed to a special risk of toxemia in a preg- 
nancy which extends into the later months. Ina case 
under treatment because of a history of repeated 
abortion, the successful continuation of the preg- 
nancy into the last trimester as the result of the 
substitution therapy may unmask the toxemic 
taint. 

The evidence which has become available within 
recent years is consistent with the theory that an 
important cause of the habitual abortion, the still- 
birth syndrome which has baffled the clinician in 
the past, is a disturbance in the metabolism of preg- 
nancy in which a deficiency of Vitamin E is involved. 
These findings raise the question as to the part 
which Vitamin E plays in the prolan-progesterone 
mechanism of pregnancy. 

The considerations mentioned may likewise sup- 
ply us with the missing factor which the author 
has previously postulated to explain the non- 
toxemic recurrence of abortion, stillbirth, and acci- 
dental hemorrhage in women who are subject to 
eclampsia and pre-eclampsia. The evidence is con- 
sistent with the theory that major degrees of defi- 
ciency tend toward interruption of pregnancy in the 
early months without toxemic manifestations, 
whereas if the deficiency is less marked the preg- 
nancy is capable of progressing to the later months 
with the consequent risk of toxemia. 

CHARLES Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


Smythe, H. J. D., and Thompson, D. J.: Induction 
of Labor by Rupture or High Puncture of the 
Membranes. J. Obst. & Gynaec. Brit. Emp., 1937, 
44: 480. 

The author lists the chief indication for the induc- 
tion of labor as disproportion, whether due to con- 
tracted pelvis, an abnormally large child, or post- 
maturity. Another indication is albuminuria of 
pregnancy when medical treatment has failed and 
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pre-eclamptic symptoms supervene. Patients with 
chronic nephritis whose pregnancies have been able 
to proceed to the period of viability under treatment, 
and patients with a history of fetal death just before 
term are also suitable for the induction of labor. 

The author performs induction in one of two ways, 
the first is by simple rupture of the membranes at 
the internal os, and is done with or without anes- 
thesia; the other is by high puncture of the mem- 
branes. One finger is inserted into the cervix and 
passed up until the head can be felt. An S-shaped 
cannula is then inserted along the finger until it 
meets the head and then passed between the mem- 
branes and the uterine wall above the head where 
the membranes are punctured by pressing home the 
stylet. From. 10 to 16 oz. of liquor are withdrawn. 
The special advantage of this method is that the 
chances of infection of the liquor are greatly dimin- 
ished. This is of great importance should cesarean 
section become necessary in the course of a trial 
labor. With either method if labor has not started 
in forty-eight hours, medical induction is instituted 
with castor oil or quinine, enemas, and pitocin. This 
is just the reverse of American practice in which 
medical induction precedes the rupture of the mem- 
branes. 

Of 210 cases in which labor was induced, 129 were 
cases of disproportion. The size of the fetal head 
relative to that of the pelvis is taken as an index 
rather than the actual measurements. Forty-one of 
the patients presented toxemic conditions, including 
eclampsia. There were sixteen cases of placenta 
previa other than central. The cannula method is 
contra-indicated in these cases because of the danger 
of further separation. Harry W. Fink, M.D. 


Bell, A. C., and Playfair, P.: Acetylcholine in the 
Treatment of Uterine Inertia. J. Obst. & Gynaec. 
Brit. Emp., 1937, 44: 470. 

During the last two years twenty-three cases of 
uterine inertia have been treated by the authors by 
means of intramuscular injections of acetylcholine. 
In their experience it has proved more successful 
than the other preparations used, which included 
among others: estrin, pitocin, pituitrin, pituchinol, 
and quinine. The drug was not given until sedatives 
and minor stimulants had failed. Harmful effects 
were not observed either on the mother or child. It 
was found essential to give the full dosage in order 
to obtain effects. The most effective method was 
found to be four intramuscular doses of 0.2 gm. of 
acetylcholine at three-hour intervals. 

The full dosage should be given in all cases, even 
though the inertia appears to have responded to 
treatment before the fourth dose has been given. 

It is possible that by using acetyl-B-methyl cho- 
line (mecholyl), a drug with a similar action to 
acetylcholine but having a more prolonged and con- 
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stant effect, better results may be obtained in the 
treatment ofuterineinertia. Harry W. Fink, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Clayman, S. J.: Gonorrhea and the Puerperium 
(Gonorrhoee und Wochenbett). 1936: Zurich, Dis- 
sertation. 


At the Zurich University Clinic for women, 
206 cases of gonorrhea were observed among 25,770 
births. On account of its stealthy course, it is 
usually very difficult to arrive at a diagnosis. Its 
ability to spread is increased especially after the 
gonococci have reached the adnexa. If the gonococci 
penetrate into the uterine cavity, a miscarriage can 
take place as the result of chronic endometritis. The 
parturition itself, also the operative type, is not 
affected by gonorrhea; nor has it been definitely 
established that there is a connection between 
premature rupture of the fetal membranes and 
‘gonorrhea. The course of the puerperium was 
accompanied by fever in 64 (31 per cent) of the 
cases. In 35 cases the fever appeared before the 
eighth day; in 29 after the eighth. Ten (4.9 per 
cent) of the puerperal women became ill with 
adnexitis, which was accompanied by pain due to 
pressure in the abdomen in 9g; in only one case, the 
pain was absent. The rate of blood sedimentation is 
always advanced in inflammation of the uterine 
adnexa. The temperature cannot always be regarded 
as a criterion of the state of the adnexal inflamma- 
tion. Rest in bed is a very effective means against 
advancement of the infection during the puerperium. 
Regarding sterility and the healing of the adnexal 
inflammation, the author cites the data of other 
authors. 

The following complications were observed, 3 
cases of peritonitis, 2 of gonorrheal arthritis, and 1 
case of thrombophlebitis. In spite of the use of 
Credé’s procedure of instilling 1 per cent silver- 
nitrate solution into the eyes of the newborn, there 
were 3 cases of ophthalmoblenorrhea gonorrhoica, 
and 1 case of vulvovaginitis gonorrhoica. 

(A. BAvER). CLARENCE C. REED, M.D. 


Ecalle, G.: Serotherapy and Puerperal Infection 
(Sérothérapie et infection puerpérale). Rev. frang. 
de gynéc. et d’obst., 1937, 32: 1. 


Ecalle notes that it is seven years since Vincent 
described a new anti-streptococcus serum before the 
Académie des Sciences and reported that he had 
found it therapeutically effective. Since that time 
this serum has been used by a number of physicians 
in the treatment of puerperal sepsis; many of them 
have reported good results, but others have not 
found it of definite value. 

In attempting to determine the true therapeutic 
value of this serum, it should be remembered that 
because a patient recovers after its administration is 
not proof that recovery was due to this treatment. 
Nothing is more difficult than to determine the 
prognosis accurately in a case of puerperal fever. 


On the other hand, if a patient dies after the admin- 
istration of the serum, it does not indicate that 
serum therapy is of no value. Such a conclusion is 
certainly not justified if the serum is given late or 
in insufficient doses, or if the disease is of an espe- 
cially severe type. Without pushing the comparison 
too far, it may be noted that anti-diphtheritic 
serum, in spite of its undoubted value, also has its 
failures, particularly in epidemics of unusual 
severity. 

For more than four years the author has used 
Vincent’s anti-streptococcus serum in the treat- 
ment of all cases of puerperal infection at the 
Hopital Boucicaut in Paris. The general principles 
followed in the use of this serum in puerperal in- 
fection are those laid down by Vincent and his 
associates, which are summarized as follows: 

1. Treatment must be started early. Whenever 
a woman in the puerperium shows a temperature 
above 39° C. that cannot be explained by some 
definite cause other than possible uterine infection, 
serum treatment is instituted. A series of prophy- 
lactic injections is also given if a woman shows a 
definite rise in temperature during labor, or under- 
goes a difficult obstetrical operation. Three to four 
injections of from 30 to 50 c. cm. of serum are given 
in these cases. 

2. The amount of serum injected depends upon 
the condition of the patient and may vary from 30 
to 100 c.cm. These doses are usually repeated until 
the temperature drops. Often the author has noted 
so marked a remission of the symptoms that he has 
discontinued the serum treatment, but has had to 
begin it anew because of recurrence of the fever. In 
severe cases with chills, a dose of from 50 to 100 
c. cm. daily has almost always been employed; some 
patients who recovered received a total dosage of 
1,600 c. cm. of serum. 

3. Injections have been given subcutaneously or 
intramuscularly; only in very severe cases has the 
serum, diluted four or five times with physiological 
saline solution, been given intravenously. Intra- 
venous injection was stopped whenever the patient 
showed any general reaction. 

Serum therapy never caused serious reactions in 
the author’s experience. When patients had been 
previously sensitized to horse serum, the first 
therapeutic injection was preceded by the adminis- 
tration of %4 c. cm. of serum according to Besredka’s 
method. Some serum reaction may occur in spite 
of the administration of sodium salicylate, as ad- 
vised by Vincent. 

In the more severe cases the author has employed 
blood transfusions of 200, 300 or 400 c. cm. of blood 
in addition to the serum ther-ry. Only occasionally 
has any form of chemotherapy, or a fixation abscess 
been used. 

Instituting serum therapy on clinical indications 
is preferable to awaiting a definite bacteriological 
diagnosis. This is true because a blood culture is 
rarely positive in the early stages of puerperal in- 
fection; and bacteriological examination of the 
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lochia does not give sufficiently definite information, 
on account of associated or secondary infections. 
Nevertheless, blood cultures should be made in 
series; and bacteriological examination of any 
local suppurations that may develop should also 
be made. If some other organism than the strepto- 
coccus is found the serum therapy is discontinued. 

The author first used this serum in the treatment 
of puerperal infection at the Tenon Maternity 
Hospital in 1931. This first case, which has been 
reported previously, is briefly reviewed here. The 
patient made a good recovery; a relatively small 
amount of serum, 270 c. cm., was given intrave- 
nously. The author also reports 8 illustrative cases 
from the Hépital Boucicaut in which the serum 
proved to be of definite therapeutic value. All 
of the patients made a good recovery, although 3 
had positive blood cultures, 2 peritonitis, and 1 
thrombophlebitis. He reports 5 fatal cases in 


which serum therapy was employed; these were the 
only deaths from puerperal infection during the 
routine use of serum therapy from April 1, 1932, to 
December, 1936, in 12,748 deliveries. In 2 of these, 
death was due to secondary peritonitis; in 3 to 
septicemia; in the first 2 cases the serum was given 
late in the course of the disease. 
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In a study of the published statistics of the mor- 
tality rate in puerperal infection from various 
clinics, the author finds that it is approximately 2 
per 1,000 deliveries. This was the rate recorded 
during his service at the Tenon Maternity Hospital 
in 1930 and 1931, where serum therapy was not 
employed except in the one case cited. In his 
service at the Hépital Boucicaut from 1932 to 1936, 
when serum therapy was routinely employed, there 
were only 5 deaths in 12,748 deliveries, a rate of 
approximately o.4 per cent per 1,000. In the first 
three months of 1932 at this hospital before serum 
therapy was employed, there were 3 deaths from 
puerperal infection in 750 deliveries. It was this 
unusually high mortality that induced the author 
to try serum therapy. He notes that there is nothing 
unusual in the general obstetrical technique at this 
hospital, and that no important change has been 
made in this technique in the last few years. He is 
inclined to regard this reduction in the death rate 
from puerperal infection as due in large part to the 
use of serum therapy, although he admits that it 
may be due to an unusually favorable series of cases. 
At any rate he is convinced that his experience has 
shown the definite value of serum therapy in 
puerperal infection. ALIcE M. Meyers. 
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ADRENAL, KIDNEY, AND URETER 


Broster, L. R.: Eight Years’ Experience with the 
Adrenal Gland. Arch. Surg., 1937, 34: 761. 


The author presents a series of twenty-three cases 
of virilism. He traces the history of abnormal 
sexuality from antiquity, as well as the scientific 
investigative efforts since Cook first established the 
association of hypertrichosis and adiposity with 
tumor of the adrenal gland. The comparative 
anatomy of sexual reproduction, and the primary 
and secondary sex characteristics are discussed. 

His observations led him to believe that the 
adrenogenital syndrome is associated with retro- 
gression of the primary and secondary feminine sex 
characteristics and functions. The featured symp- 
toms include (1) appearance of hair in the female 
according to male distribution; (2) alterations in 
body contour; (3) immature development of the 
female genitalia, both external and internal, and 
degeneration of the ovaries; and (4) psychological 
abnormalities. 

He divides the adrenogenital syndrome into the 
following subdivisions: 

1. Adrenal pseudo-hermaphroditism. 

2. Adrenal virilism. 

3. Achard-Thiers syndrome probably allied to 
Cushing’s syndrome. 

4. Post menopausal virilism. 

Pre-operative investigations were made of the 
blood chemistry, gastric acidity, and the sugar 
tolerance of the fasting patient, and a roentgeno- 
gram was taken of the sella turcica. Mainly nega- 
tive results were found, and the best information 
was obtained by direct palpation after an explora- 
tory laparotomy. The author prefers the trans- 
thoracic route for surgical approach and his best 
results were obtained in cases of post pubertal 
virilism. In the cases presented differential diag- 
nosis had to be made from (1) arrhenoblastomas, 
(2) tumors of the hypothalmus, and (3) Cushing’s 
syndrome. The author demonstrated a specific 
differential staining reaction in cells of the adrenal 
cortex which was absent in the controls. 

Donatp K. Hiss, M.D. 


Greene, C. H.: Clinical Use of Extract of the Ad- 
renal Cortex: Report on Thirty-Four Cases of 
Addison’s Disease Studied Between 1930 and 
1937, with a Review of the Literature. Arch. 
Int. Med., 1937, 59: 759- 


Over a period of seven years the author studied 
thirty-four cases of Addison’s disease, and he reports 
his observations regarding therapy with salt and an 
extract of the adrenal cortex. He believes that 
little was added to the life expectancy; but in a 
limited group of cases life was prolonged. Thera- 
peutic administration of adrenal cortex appears 


specific and constitutes a reliable therapeutic test. 
The variable results of investigators may be ex- 
plained by the variations in composition of the 
different extracts used. A better understanding of 
adrenal insufiiciency rests with the chemists, who 
it is hoped will be able to isolate the principles of 
the extracts in a pure state. 
Donatp K. Hrsss, M.D, 


Geisinger, J. F.: The Recuperative Power of the 
Kidney: A Report of Three Cases. J. Urol., 
1937, 37: 639. 

The urologist today approaches renal problems 
from a conservative surgical viewpoint. Kidneys 
which are spared today may be desperately needed 
tomorrow, and all renal pathology must be ap- 
proached from this point of view. It must not be 
forgotten that there will always be a group of cases 
that need radical nephrectomy; but there are many 
other conditions in which partial resection of the 
kidney or plastic operations upon the pelvis of the 
kidney may leave the individual with sufficient 
functioning parenchyma to protect him against 
future disturbances. 

Three cases are reported to show the recuperative 
ability of the renal parenchyma. 

The first case was that of a white man, aged 
thirty-seven years, who had an extravasation of 
urine through the upper ureter on the right side due 
to local necrosis or gangrene from an impacted 
calculus. The opposite side was normal. Operation 
was considered urgent. The family refused opera- 
tion. During the six weeks in which operation was 
refused by the family, the calculus was expelled from 
the ureter. The extravasated pus and urine drained 
back through the ureter and the cavity it occupied 
shrank gradually. The perinephritic tissues re- 
covered their plasticity and free drainage through 
this ureter gradually eliminated the infection in the 
pelvis, and the kidney became virtually normal. No 
operation was performed. Subsequently it was 
necessary to operate upon the opposite kidney for 
calculous disease and the patient became dependent 
on the right kidney. 

In the second case there was a large hydroneph- 
rosis with obstruction at the ureteropelvic junction. 
Nephrectomy seemed clearly indicated. Again 
domestic complications arose and operation was 
not done. Some months later an intravenous 
urogram showed that instead of the supposed auto- 
nephrectomy on this side, the long period of catheter 
drainage permitted some adjustment of the situation 
at the ureteropelvic junction. At all events, obstruc- 
tion was no longer present; the huge pelvis either 
shrunk or folded upon itself, was not greatly re- 
duced in size, and what had seemed almost cer- 
tainly a dead or dying kidney was definitely alive 
from a functional viewpoint. 
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The third case was diagnosed as a cyst of the 
kidney, which diagnosis was confirmed at the trans- 
peritoneal operation. Fluid was evacuated with a 
trocar and the cyst was excised. It was thought that 
this cyst had terminated the usefulness of the kidney 
as the remaining renal mass was only one-half the 
size of a normal organ. However, conservative 
treatment was followed. For eight months the 
patient was relieved of all symptoms; then hema- 
turia occurred and pathology was indicated in the 
opposite kidney, while the kidney from which the 
giant cyst had been removed had apparently re- 
turned to normal size with a normal pelvis and was 
functioning normally. 

These cases are cited to show the splendid recuper- 
ative power of the kidney if it is treated conserva- 
tively. Eimer Hess, M.D. 


Stevens, A. R.: Pelvic Single Kidneys. J. Urol., 
1937, 37: 610. 


The author refers to the embryological status and 
not to the anatomical form of the kidney, and con- 
siders only ectopic single kidneys. In the sixteenth 
century, cases of this type were frequently reported 
by anatomists. 

Autopsy records derived from many sources indi- 
cate that 1 ectopic kidney is found in from 500 to 
1,100 autopsies; whereas 1 true pelvic kidney is 
found in from 2,150 to 3,000 autopsies. In other 
words, every third or fourth ectopic kidney is pelvic. 
In the present study, the author cites the reports of 
twenty-five cases of single kidney located in the bony 
pelvis, and adds two of his own. We may, therefore, 
presume that approximately only 4 or 5 per cent of 
all single kidneys are true pelvic kidneys. In round 
figures, if we may expect a solitary kidney once in 
every 1,000 persons, a solitary pelvic kidney may be 
expected in one of about every 22,000 persons. 

The indications for treatment of ectopic kidney, 
surgical or otherwise, are in general governed by the 
well known urological principles employed when the 
organs are normally situated. However, because of 
the relatively poor drainage and mild hydronephro- 
sis universally present in ectopic kidneys, and the 
irregular and frequently multiple blood supply, ne- 
phrectomy is more commonly demanded when a 
normal kidney is elsewhere present in the body. 

When the pelvic kidney is the only one present, 
the situation is grave because of the vital need of, 
and at the same time the increased difficulty of, con- 
servatism. In contrast, other ectopic kidneys usu- 
ally have vascular attachments on one side only, and 
their location is more accessible. 

In the series of twenty-seven cases of pelvic single 
kidney reviewed, a satisfactory description of the 
blood supply was given in only a few. In three, in- 
cluding the one operated by the author, the vessels 
supplying the kidney apparently came from the re- 
gion of the bifurcation of the aorta only; none en- 
tered the kidney laterally; and a freer manipulation 
of the kidney for conservative measures was possible. 
The sex of the patient was stated in sixteen cases; 
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there were five males and eleven females. The ages 
varied from a fetus up to forty-eight years. A cal- 
culus was noted in three cases, and was operated 
upon successfully in two. An abnormality or de- 
ficiency of the sexual apparatus was noted in four- 
teen women; this is a common finding. Many of 
these findings were autopsy observations. In two 
cases, the single kidneys were removed together with 
or for supposed neoplasm with subsequent anuria 
and death; both of the cases were reported over 
twenty-five years ago. Nephrostomy was performed 
once and lithotomy twice; all three operations were 
successful. Harry W. PLacGeMeYER, M.D. 


Sargent, J. C.: Hydronephrosis: A Clinical Study 
of the Structural Involution that Follows Sur- 
gical Release of Obstruction. J. Urol., 1937, 
37: 63%. 

Sargent presents a discussion of the structural in- 
volution of the renal pelvis that follows surgical re- 
lease of obstruction, and bases his study on nine 
cases of plastic surgery at the ureteropelvic juncture, 
as well as several cases in which the obstruction was 
released by’surgical correction of angulations, fibrous 
bands, anomalous vessels, and compressing extra- 
urinary tumors. He concludes that large hydro- 
nephrotic kidneys may show a startling power of 
anatomical involution and even the more fixed 
calyces may resume more normal proportions. Even 
though the anatomical involution be incomplete, if 
the obstruction is relieved, the quantity of residue in 
the renal pelvis remains proportionally slight, and 
then it is more a matter of vacuum retraction than 
of actual retention. The relation of measured resi- 
due to measured pelvic capacity offers a gauge of the 
technical success with which the obstruction has 
been removed. FRANK M. Cocuems, M.D. 


Melvin, P. D., and Andrews, J. C.: Nephrolithiasis 
and Cystine Excretion in Cystinuria. J. Urol., 
1937, 37: 655. 


Melvin and Andrews have closely studied a pa- 
tient with cystinuria accompanied by calculus for- 
mation in the right kidney. Following a right ne- 
phrolithotomy the composition of the drainage from 
that kidney was compared with that of the urine col- 
lected through the urinary bladder from the other 
kidney. The drainage from the operated kidney, 
although normal as regards the other urinary con- 
stituents, failed to show evidence of cystine during 
the immediate postoperative period. After the in- 
cision was closed, separate specimens of urine ob- 
tained by ureteral catheterization revealed com- 
parable amounts of cystine. Seven months later 
urine from the right or operated kidney contained 
a higher cystine concentration than that from the 
left kidney. 

The authors state that it has frequently been 
noted that the deposition of kidney stones in cysti- 
nuria is confined to one kidney and that the other, 
presumably excreting cystine, remains free from 
calculi. Cystine stones have a marked tendency to 
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recur, but prevention is possible by removal of all 
foci of infection, by a copious fluid intake, and the 
establishment of free urinary drainage. In addition, 
there should be a moderate restriction of proteins, 
and the patient should be given alkalies. 

FRANK M. Cocuems, M.D. 


Wulff, H. B.: The Reliability of Roentgen Diag- 
nosis, Especially Regarding the Value of Urog- 
raphy; and the Progriosis in Renal and Ureteral 
Calculi (Die Zuverlaessigkeit der Roentgenodiag- 
nostik—Besonders hinsichtlich des Wertes der 
Urographie—und die Prognose bei Nieren—und 
Harnleitersteinen). Acta radiol., 1936, Supp. 32. 


The author’s material consists of 1,085 patients 
treated for renal and ureteral stones at the Surgical 
Clinic of Lund from 1923 to 1936, inclusive, of which 
160 were operated upon; 508, with definite calculi, 
were treated conservatively; and 417 presented “‘un- 
certain, but probable” cases of calculi. 

From 1933 to 1936 all patients with acute renal 
and acute indefinite abdominal conditions suspected 
of disease of the urinary passages were subjected to 
intravenous urography. In patients with demon- 
strable or suspected acute glomerulonephritis or 
chronic nephritis, and those with visible icterus or 
serious abdominal conditions urography was omit- 
ted. The patients with acute abdominal conditions 
were subjected to urography either during the pain- 
ful attack or at the latest two days after the occur- 
rence of the acute pains or the painful conditions in 
the abdomen, and the renal or ureteral regions. 
Among these were 228 patients with nephrolithiasis, 
31 with acute appendicitis, 52 with other acute renal 
and abdominal conditions, and 26 with acute pyelitis. 
For purposes of analysis, these patients were divided 
into two main groups: Group 1, in which the urog- 
raphy was done during the painful attack; and 
Group 2, in which the urography was done during 
freedom from pain, but at least two days after the 
painful attack has subsided. 

Group 1 included 128 patients with clinically defi- 
nite renal and ureteral calculi, which were divided 
into three groups: 

1. Those in whom the roentgenograms and urog- 
raphy showed positive stone findings and also stasis 
of the contrast medium above the demonstrable 
obstruction, or calculus. 

2. Patients in whom the roentgenogram was nor- 
mal, i. e., with no definite concrement shadow, but 
nevertheless a stasis of the excretory material above 
an undiagnosable obstruction. In these patients 
there were always minute ureteral concretions or 
collections of sand. 

3. Patients in whom the roentgenograms were 
negative during the painful attack, and in whom 
there was no stasis of the excretory material. 

There were 85 patients in the first group with 
positive stone findings and stasis of the excretory 
material. Not rarely, there were relatively large 
renal and ureteral stones; but in most patients the 
stones were the size of rice grains or smaller, and in 


some there was sand. Of these 85 patients, 36 passed 
the stones spontaneously. In 36 patients the stasis 
of the excretory material above the demonstrable 
obstruction was so pronounced that the excretion of 
the material was delayed on the involved side. In 42 
patients the stasis of the excretory material was due 
to distinctly dilated renal pelves, calyces, and the 
ureter filled with contrast medium to a demonstrable 
obstruction; and in 7 patients to only slightly dilated 
ureters filled with contrast medium, or to undilated 
ureters. It was also found that in 62 patients in 
whom a definite diagnosis of renal or ureteral stone 
was impossible with plain roentgenography, uro- 
graphic methods established the diagnosis; whereas 
a diagnosis of stone could have been made without 
urography in only 23. These findings show that 
urography is of great help in the diagnosis of minute 
urinary concretions. 

In Group 2, there were 41 patients with negative 
stone findings and stasis of the excretory material. 
Twenty showed a distinct stasis. In 14 the roent- 
genogram showed distinct dilatation of the renal 
pelvis and ureter filled with contrast medium, and 
in 7 only a slight stasis was visible. 

In Group 3, consisting of 2 patients, no stone was 
demonstrable, and the urographic picture was nor- 
mal. Either the method in these cases was unreliable 
or the clinical diagnosis was incorrect. 

Like Group 1, the patients in Group 2 were divided 
into three groups: (1) patients in whomastone plus 
stasis of the excretory material was found, including 
patients with stone but no stasis; (2) patients in 
whom no stone, but positive stasis, was found; and 
(3) patients in whom no stone was found and who 
showed normal urographic findings. 

In the first subdivision there were 48 patients of 
whom 23 passed concretions spontaneously. Possibly 
only 21 of these could have been diagnosed definitely 
with simple roentgenography. In the case of 2 
patients simple roentgenography revealed clear con- 
crement shadows, whereas the urographic findings 
during the painless interval were normal. 

There were 20 patients with negative stone find- 
ings and stasis of the excretory material in the 
second subdivision. In 7 there was a pronounced 
stasis of the excretory medium with delayed ex- 
cretion; in 4 there was distinct dilatation of the renal 
pelvis; and in 9 there was slight stasis. The stones 
passed spontaneously nine times. 

The third subdivision included 32 patients. The 
large number of negative roentgen and urographic 
findings was probably due to the presence of other 
acute abdominal diseases, even though these patients 
were carefully examined. Therefore, it appears that 
the outlook for positive urographic findings when 
urography is instituted during the painful attack is 
considerably better. 

Intravenous urography was done in the following 
acute abdominal conditions: in 31 cases of acute ap- 
pendicitis, and in 7 of 17 cases of gangrenous 
appendices lying next to the right ureter. The 
urograms were normal in all. Urograms were taken 
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for differential diagnoses in 52 other cases of acute 
abdominal conditions and found to be normal. In 
20 of 26 cases of descending non-specific acute 
pyelitis the urograms were normal, but in some cases 
they resembled those of renal and ureteral lithiases. 
However, these cases were readily differentiated by 
the symptoms. 

On the basis of non-protein nitrogen determina- 
tions of the blood it seems that no serious com- 
plications occurred from intravenous urography in 
cases of renal and ureteral stones and acute ab- 
dominal conditions. Transient bilirubinemia was 
noted in only 2 cases. The author claims that 
urography done in the acute stage is a distinct aid 
in the diagnosis of renal and ureteral stones, es- 
pecially in the presence of small concretions and 
sand accumulations; also, in the differential diag- 
nosis between nephrolithiasis and acute abdominal 
conditions. In addition, it is harmless. 

In 665 definite cases of renal and ureteral lithiasis 
which were diagnosed roentgenologically in the 
period from 1923 to 1936, and according to reports 
in the literature, roentgenological diagnosis of cases 
of renal and ureteral stone was reliable in from 70 
to 85 per cent of the cases. In renal lithiasis it was 
reliable in from 95 to 98 per cent, and in ureteral 
lithiasis, from 70 to 80 per cent. With intravenous 
urography the results of treatment can be improved, 
especially in ureteral lithiasis, in which diagnosis is 
correct in more than 90 per cent of the cases. 

In definite cases of lithiasis examined during the 
period from 1923 to 1933 with simple roentgenogra- 
phy, the latter failed in 24.7 per cent of all the cases 
and in 42.9 per cent of the cases of ureteral calculi. 
In a similar material examined during the period 
from 1933 to 1936 with intravenous urography, there 
was failure in only 6.5 per cent of all the cases and 
in only 8.7 per cent of the cases of ureteral calculi. 

Investigation of the prognosis in surgically and 
conservatively treated cases of renal and ureteral 
lithiasis in the first period showed the following: 

In the surgically treated cases the true recurrences 
amounted to from 5 to 20 per cent, mostly within 
the first two years; in the conservatively treated 
cases the clinical recurrences amounted to from 45 
to 65 per cent. In the conservatively treated cases 
of indefinite but probable lithiasis the clinical re- 
currences amounted to from 25 to 35 per cent. The 
clinical recurrences in the entire material amounted 
to from 35 to 50 per cent. 

Twenty-three of the 160 patients who were 
operated upon for renal and ureteral lithiasis died; 
13 postoperatively, and 10 subsequently. Of the 
patients who were treated conservatively, 45 died. 

Louis NEuUWEL?T, M.D. 


Ockuly, E. A., and Douglass, F. M.: Retroperito- 
neal Perirenal Lipomas. J. Urol., 1937, 37: 610. 


The normal fatty tissues which surround the kid- 
neys may produce tumors that reach an enormous 
size and produce death either through cachexia or 
the compression of vital structures. 


335 


Perirenal lipoma must be differentiated from lip- 
oma of the kidney, which develops in the paren- 
chyma and at the expense of the kidney, as well as 
from fibrolipomatosis or so-called fat replacement of 
the kidney, which has always been associated with 
infection, or stone, or both, in the kidney and pro- 
duces atrophy through fatty infiltration and replace- 
ment. A perirenal lipoma must be a proliferative 
change in the normal fatty envelope of the kidney, 
lying in close anatomical relation to, but not invad- 
ing, the organ. 

This tumor, the developinent of which is slow and 
progressive, spreads around the kidney, completely 
or partially encircles it, and usually dislocates it from 
its normal position. As the tumor enlarges ante- 
riorly, it encounters the posterior parietal perito- 
neum which it drives forward and thereby displaces 
the large intestine, and at times invades the mesen- 
tery. Posteriorly, the muscular plane of the lumbar 
wall checks the tumor; above, the diaphragm marks 
its boundary; and below, the tumor projects its pro- 
longations into the iliac fossa. The great preverte- 
bral vessels, the duodenum, and the pancreas usu- 
ally maintain their normal positions. 

In contrast to their size the symptoms produced 
by these tumors are relatively few. Their onset is 
always insidious. It is often only by chance that the 
tumors are discovered. In the case reported by Sal- 
zer, a friend called attention to the fact that the pa- 
tient’s abdomen was increasing in size. Symptoms 
of compression are not frequent until at a terminal 
stage. Anuria, constipation, vague abdominal 
cramps, intermittent abdominal distention, and 
melena have been recorded. Edema also has been 
noted, and abdominal varicosities have been re- 
ported. In unoperated cases that came to autopsy, 
compression of the lungs, intestines, or ureters, and 
cachexia have been listed as the causes of death. 

The urinary symptoms are usually conspicuous by 
their absence. Urinary frequency has been noted at 
times, and urinalysis has occasionally revealed a few 
red and white blood corpuscles. It is an interesting 
fact that these tumors cause severe loss of weight and 
cachexia in a late stage. Even in the cases of the 
severest emaciation, the fat cells in these tumors are 
always fully distended, apparently unable to liber- 
ate the fat for metabolism. 

Theoretically, a colonic filling and x-ray or fluoro- 
scopic examination should be of diagnostic aid in 
establishing the tumor as a retroperitoneal neo- 
plasm. Pyelography, one of the most exact means 
of diagnosis in regard to establishing the location, 
has been employed comparatively seldom. The 
question of intra-abdominal, extraperitoneal, intra- 
renal, or extrarenal location has been correctly 
answered in a high percentage of cases when pye- 
lography has been employed. Upon pyelo-ureterog- 
raphy deformity of the renal pelvis may be observed, 
but of great importance is the distorted course of 
the ureters, which should be an important point in 
localizing the tumor as retroperitoneal. Anterior, 
posterior, or lateral rotation of the kidney is fre- 
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quently noted, and this rotation with displacement 
of the ureter makes the diagnosis almost certain. 
The treatment is operative in all cases. 

Harry W. PLacceMeEYER, M.D. 


Munger, A. D.: Irradiation of Malignant Renal 
Neoplasms with Especial Reference to the 
Effects of Irradiation on the Acquired Single 
Kidney. J. Urol., 1937, 37: 680. 


Munger reports a study of five patients with renal 
tumor with regard to the effects of irradiation both 
on the tumor and on the tissue of the uninvolved 
kidney. Two patients had postoperative irradiation 
only, while three had both pre-operative and post- 
operative irradiation. 

The author concludes that pre-operative irradia- 
tion is a beneficial adjunct in the treatment of renal 
tumors. Irradiation in the large doses used by the 
author has an irritating effect upon the single normal 
kidney, which effect disappears upon cessation of the 
treatment. Irradiation in the dosage used has a 
marked latent depressant effect in the single kidney 
already damaged by nephritis. If the presence of 
nephritis is not known and guarded against, the 
irradiation may add sufficient damage to cause death. 
Super-voltage x-rays in large doses have proved no 
more embarrassing to normal renal structures than 
rays of lesser voltage. FRANK M. Cocnems, M.D. 


BLADDER, URETHRA, AND PENIS 


Simons, I.: Cystometry: Studies in Bladder Func- 
tion. VI. A Critical Review with Special Refer- 
ence to Microcystometry and Sphincterometry. 
Brit. J. Urol., 1937, 9: 132. 


The author presents an excellent review of the 
neuro-anatomy of the autonomic nervous system in 
its relation to micturition and its connections with 
the cerebrospinal centers. 

He describes the microcytometer and sphincter- 
ometer, and discusses their value in neurogenic 
studies of the bladder. 

In regard to microcytometry he draws the follow- 
ing conclusions: 

Cystometry is a method of physiologically evalu- 
ating the tonus of the detrusor muscle by recording 
its pressure as increments of fluid are injected into 
the bladder, the sensations experienced by the pa- 
tient being concomitantly noted. As the norm of 
the detrusor tonus does not vary greatly, it is pos- 
sible to divide the graphs thus obtained into hyper- 
tonias and hypotonias. When an extremely accu- 
rate instrument like the microcystometer is used, it 
is possible to divide these two classes into true and 
false hypertonias, and true and false hypotonias. 
Such a division agrees with the clinical findings of 
the neurologists, as true hypertonias and hypotonias 
have neurological symptomatology based on neu- 
rological pathology. Neurogenic bladders of hyper- 
tonic, motor, type are the result of breaks in the con- 
duction paths from the higher centers and are due to 
a loss of inhibition. The detrusor overacts. Neu- 


rogenic bladders of hypotonic, sensory, type are due 
to diminution or loss of sensation of the vesical 
mucosa and of the muscular sense of the detrusor. 
Therefore, dysurias may be of pure neurogenic type 
or of local causation. In some cases these factors are 
combined. 

Cystometry offers to neurology additional infor- 
mation for neurodiagnosis, which may permit early 
diagnosis in cases that are at present pre-clinical. 
There is reason to believe that in certain types of 
luetic infection, the bladder function may be af- 
fected, because the disease is acting directly on the 
autonomic nervous system long before the brain or 
spinal cord is attacked. The microcystometer will 
detect these slight changes, and an early diagnosis of 
autonomic neurolues may be made. One reason for 


believing that luetic bladder dysfunction is mostly, — 


if not entirely, due to deposits in the autonomic 
nervous system is the result obtained from certain 
special treatment which causes amelioration of blad- 
der dysfunction, but does not affect the cord or brain 
lesions. The microcystometer proves this belief to 
be a fact. 

From sphincterometry the following is learned: 

The tonus of either vesical sphincter can be sepa- 
rately estimated by means of the sphincterometer, 
an accessory instrument of the microcystometer. 
The norm of tonus is 15 mm. of mercury for the in- 
ternal sphincter and 23 mm. for the external sphinc- 
ter. Hypertonic detrusors show a moderate eleva- 
tion in the internal sphincteric tonus. Incontinence 
of urine is probably based on the balance between 
the tonus of the detrusor and the external sphinc- 
ter. Retention of urine and residual urine are prob- 
ably caused by a disturbance in the balance between 
the detrusor and the internal sphincter. 

J. Sypney Rirrer, M.D. 


Ladd, W. E., and Lanman, T. H.: Exstrophy of the 
Bladder. New England J. Med., 1937, 216: 637. 


Exstrophy of the bladder is one of the conditions 
in which it is almost always necessary to attempt to 
make the large bowel the urinary reservoir. Many 
men, particularly Coffey, have perfected trans- 
plantation of the ureters to the rectum in this con- 
genital condition. 

The technique of the operation should be as 
simple as possible, and care should be taken to 
maintain asepsis. The urinary flow should be un- 
interrupted. Inlying catheters should not be used 
in order to avoid ureteritis. The operation should 
be done in three stages, including the cystectomy. 

The chief difficulties and dangers of ureterosig- 
moidostomy are (1) peritonitis that results from 
leakage or soiling at the site of anastomosis, (2) 
obstruction of the urinary outflow at the site of 
anastomosis, and (3) urinary-tract infection with its 
resulting kidney damage. 

The authors report fifteen cases. Each ureter was 
transplanted separately. The patients have been 
followed for periods varying from a few months to 
five years. The best time for operation was usually 
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between the ages of three and five. Intravenous 
pyelograms and determinations of blood chemistry 
were made, and these were normal enough to lead 
the authors to the opinion that pre-operative urinary 
tract infection is a rarity. The oldest patient was 
twenty-one years of age. 

The patient should have several days of hospitali- 
zation before operation. Intravenous pyelograms 
and non-protein nitrogen and phenolsulphonph- 
thalein determinations should be made, in addition 
to the usual physical examination and routine 
laboratory studies. The patient should have a low 
residue diet and a saline enema daily. Active purging 
is to be avoided as it often results in gas distention 
in the large bowel. It is desirable to give glucose in 
generous amounts for forty-eight hours prior to 
operation. The anesthesia of choice is avertin, 
80 mgm. per kgm. supplemented by gas, oxygen, 
and ether. The clamped rectal tube, which is used 
for the administration of the avertin, is left inserted 
in the rectum. 

The exstrophied bladder is carefully walled off 
with sterile gutta-percha before the patient is 
draped. The right ureter is transplanted first. After 
the ureter is freed from its bed almost down to the 
bladder, where it is tied and cut off with the actual 
cautery or with an electric knife, the distal end is 
allowed to drop back behind the peritoneum. After 
decision as to where the ureter is to be transplanted, 
the rectal tube is unclamped, the sigmoid is milked 
to express the gas and liquid contents, and right- 
angle intestinal clamps are applied. The ureter, 
with a temporary, inlying catheter, is then placed 
on the submucosa in such a way that it will not 
kink. The edges of the serous and muscular in- 
cision are approximated for about three quarters of 
its length over the ureter by one over and over 
running stitch of fine silk and another overlapping 
Cushing suture of fine silk to the serous coat. A 
longitudinal cut is made in the posterior wall of the 
ureter to prevent its orifice from becoming con- 
stricted. A double-ended suture is placed in the 
end of the ureter from within outward to evert it. 
The mucosa of the bowel is opened with the electric 
knife and the ureter is carried into the lumen of the 
sigmoid by the double-ended suture, which pierces 
all layers of the bowel and is tied holding the ureter 
in place. The two rows of sutures are now com- 
pleted by closing the opening in the gut and covering 
the suture that holds the ureter in place. The peri- 
toneum is then closed so as to make the whole line 
of anastomosis extraperitoneal and the abdomen is 
closed without drainage. Two weeks later the left 
ureter is transplanted in a similar manner. 

The authors believe that the exstrophied bladder 
should always be removed later. 

All fifteen of the patients operated upon are living 
and well. There was only one case of peritonitis and, 
while it was not fatal, it required a secondary opera- 
tion. In fourteen of the fifteen patients, urine 
appeared within forty-eight hours and _ usually 
within twenty-four hours after the initial trans- 


337 


plantation. The authors do not believe in draining 
the peritoneal cavity. 

The oblique, submuscular transplantation of 
the ureter with its possible valve action so as to 
obtain an unobstructed and straight flow of urine 
through the ureter into the bowel is of great im- 
portance in preventing urinary-tract infection. 

There were no fatalities in these cases, and a good 
functional result was obtained in every patient. 

ELMER Hess, M.D. 


Mortensen, H.: Carcinoma of the Male Urethra, 
with the Report of a Case. Brit. J. Surg., 1937, 
24: 669. 

The author reviews the literature, which includes 
109 cases of carcinoma of the male urethra. He pre- 
sents one such case. The history of the patient is 
the usual one of the patient with urethral stricture 
which has been present for many years, in this case 
for twenty-six years. At the time of admission the 
patient was catheterized, after which he developed 
symptoms of a periurethral abscess. This was in- 
cised and drained on two occasions, following which 
there was an extension of a fungating mass over the 
perineum back as far as the rectum. The patient 
died about three months after he was first seen. 
The tumor mass was removed in foto at autopsy, 
and the author presents a detailed description, both 
gross and microscopic. 

In his discussion of the case the author brings 
out the fact that a large percentage of urethral car- 
cinomas are of the squamous-celled type, in spite of 
the fact that they occur in a site normally lined by 
transitional epithelium. He stresses the importance 
of the development of leucoplakia found at cys- 
toscopy. 

In the treatment of this type of case he states that 
partial amputation of the penis may be indicated, 
or resection of the growth with end-to-end anas- 
tomosis may be done. He cites several cases of better 
than five-year cures. He believes that if the inguinal 
glands are not palpable, surgery is not indicated in 
that region. However, if they are involved, the best 
treatment is block dissection. 

The prognosis in these cases is very poor. It may 
be that the condition is more common than we 
generally believe, and carcinoma should be sus- 
pected in any case of stricture demanding prolonged 
dilatation. GILBERT C. THomas, M.D. 


GENITAL ORGANS 


Kraas, E.: Mistakes and Failures in Endo-Urethral 
Prostatic Resection (Fehler und Misserfolge bei 
der endourethralen Prostataresektion). Zéschr. f. 
urol. Chir. u. Gynaek., 1936, 42: 367. 


If the usual great expectations from new thera- 
peutic methods are not completely fulfilled, which 
result is hardly avoidable, it will react disparagingly 
upon the methods. Kraas fears the same experience 
for endo-urethral prostatic resection, and thinks 
that the critical urologist must decide whether 
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the method is an improvement or should be dis- 
carded. Kraas had occasion to consult numerous 
patients who had been resected endo-urethrally by 
other surgeons without relief of their distress. The 
failures were caused by faulty indications for opera- 
tion, and mistakes in its technique. Marked vas- 
cular dilation in the prostate constitutes a contra- 
indication for resection because of the danger of 
hemorrhage during and after the operation. In 
such a case prostatectomy should be given the 
preference. Undoubtedly, it is not always easy to 
recognize hypervascularization of the prostate. 
Soft consistency of the prostate, hypervascularity 
of the bladder neck mucosa, a hemorrhagic tendency 
during the examination, and the patient’s history 
may indicate that the condition is present. Kraas 
also mentions extensive intravesicular hypertrophic 
lobulations as a faulty indication for resection. The 
surgeon performing a resection should strive for 
complete results in one sitting, i.e., the removal and 
prevention of residual urine and of the infection. 
The suggestion to resect as little tissue as possible 
is not followed. Very instructive clinical and opera- 
tive histories are presented in cases that nevertheless 
are based upon faulty indications for resection. It 
is very important to cure the infection before oper- 
ating. The more thoroughly the infection is removed 
pre-operatively, the safer the resection. In the 
coagulation eschar, i.e., the tissue necrosis, the main 
site of the infection, and the colonization and the 
propagation of the bacteria will be found. Therefore, 
as little coagulation as possible to obtain complete 
hemostasis should be done. In resections the source 
of the current is as important as the technical expe- 
rience of the surgeon. Kraas describes in detail the 
application of the spark gap and tube apparatus; 
for hemostasis he prefers the former, and for cutting 
under water, the latter method. It is well worth the 
effort to construct current machines that remain 
dependable for superficial coagulation and at the 
same time are not limited in cutting operations. The 
spark gap apparatus answers all the requirements 
for coagulation. Kraas concludes that endo-urethral 
resection will not be employed extensively in the 
future, but after the general enthusiasm subsides it 
will be used by a limited number of surgeons who 
will eventually prove its value. 
(JANSSEN). Maruartas J. Serrert, M.D. 


MISCELLANEOUS 


Desjardins, A. U., Popp, W. C., and Stuhler, L. G.: 
Fever Therapy for Gonococcic Infection. Med. 
Clin. North Am., 1937, 21: 885. 


This report includes the results obtained from 
the inception of this work to July 1, 1936. From 
the very beginning, the cases selected for treatment 
were chosen by the clinician and the urologist, and 
the question of cure was decided by them after 
repeated negative smears and cultures. 

When repeated smears and cultures showed that 
a patient was apparently cured, the authors never- 
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theless insisted in every case on giving two addi- 
tional sessions of treatment, in order to prevent any 
possibility of recurrence. 

The technique employed has been criticized by 
some observers on the grounds that a cure requires 
too many sessions of treatment, and that such an 
“excessive number of sessions is unnecessary.” 
Most of the patients referred for treatment came 
from distances varying between 50 to 1,800 miles, 
and they came in the expectation of being completely 
cured. Therefore, it seemed essential to arrange the 
scheme of treatment so that an absolute cure could 
be assured to the largest possible number, regardless 
of other considerations. When other workers can 
show equal or superior results, with a technique that 
involves fewer sessions of treatment, further tech- 
nical modifications will be considered. 

Between December 1, 1933, and July 1, 1936, 210 
patients suffering from acute or chronic, simple or 
complicated, gonorrheal infection were referred for 
fever therapy. Of this number, 41 patients did not 
complete their treatment, or the idea of treating 
them had to be abandoned for various reasons. Of 
the 169 patients who took the treatment faithfully, 
152 were cured and have not had any further physi- 
cal difficulties caused by the gonococcus. Seventeen 
patients were not completely cured, but their con- 
dition improved to varying degrees. 

Among the 169 patients who completed the course 
were 112 males and 57 females. Ninety-seven were 
single, and 72 were married. The average duration 
of the infection had been 3.3 months. One hundred 
and nine patients had contracted the infection for the 
first time, whereas 60 had contracted it for the sec- 
ond or third time. 

Of the 152 patients who were treated successfully, 
only 31 had simple gonorrheal urethritis. In 121 the 
infection was associated with various complications. 

In 127 of 152 cases from 1 to 4 sessions of treat- 
ment were sufficient to rid the patient of the infec- 
tion. In 136 cases from 1 to 5 sessions were sufficient. 
In only 16 cases more than 5 sessions of treatment 
were required to eradicate the gonococcus. 

At some stage of treatment varying degrees of 
nausea and vomiting were observed in 57 cases. 


~ Sometimes these occurred at the beginning of a ses- 


sion of treatment, when the patient had disregarded 
the physician’s warning not to eat before reporting 
for treatment. Usually, however, this complication 
developed at the end of a session or soon after its 
completion. An excessive quantity of water, aside 
from its salt content, might be responsible for the 
disturbance, but this seemed a less likely cause than 
an excess of salt. This technical modification also 
will have to be tested for a much longer time before 
the relationship between the percentage of salt and 
the nausea and vomiting can be ascertained. 

Headache is a frequent complaint of patients who 
receive fever therapy for any disease. It is especially 
common among patients, with a condition that 
requires a high temperature for several hours for 
effective treatment. 
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Small, cutaneous vesicles were observed in 38 
cases. They promptly responded to ordinary 
measures and had no particular significance. 

Herpes of the lips and sometimes of the nose 
occurred in 13 cases. This complication usually 
developed after the first session of treatment in pa- 
tients who admitted being susceptible to herpes. 
The lesions should be treated on general principles; 
they heal rapidly, and seldom interfere with the 
orderly sequence of the sessions of fever. 

Tetany, usually affecting the hands and feet, 
was observed in 5 cases. In another case the tetanic 
manifestations did not affect the muscles of either 
the hands or feet, but those of the abdominal wall. 
In some cases the intramuscular injection of 10 
c.cm. of calcium gluconate was sufficient to stop the 
disturbance. In other cases in which calcium glu- 
conate was less effective, or ineffective, the inhala- 
tion of carbon dioxide promptly arrested the tetanic 
manifestations. In 5 other cases peculiar, incodrdi- 
nate, muscular twitching was encountered. ‘This 
resembled closely the muscular twitching of certain 
patients when their temperature rises above a cer- 
tain level. The cause or causes of such twitching 
are not clear. In 3 cases a peculiar palsy of the 
peroneal nerve was observed; in 2 cases the palsy 
continued for one month, and in the third case for 
about five months. It then disappeared entirely. 
In all 3 cases the patients had received 10 or more 
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sessions of fever, and some of the sessions had been 
exceptionally long. 

To say that fever therapy is entirely devoid of 
danger is contrary to fact. To date, the number of 
patients treated for various conditions has been 516, 
and these patients have received approximately 
2,580 sessions of treatment. Of this number, 1 pa- 
tient died under treatment. The patient was a 
young woman who had a pelvic infection. She had 
almost completed her first session of treatment, 
which had been entirely uneventful, when the pulse 
rate suddenly fell. She was immediately withdrawn 
from the chamber; restoratives, including carbon 
dioxide and oxygen, were administered; epinephrine 
was injected into the heart three times, but, al- 
though the heart began to beat after each injection, 
respiration failed to return. It is not clear what may 
have been the factor or factors responsible for her 
death. This patient’s temperature had risen readily, 
and not the slightest difficulty had been encoun- 
tered in maintaining it. At no time during the ses- 
sion had her temperature risen as high as 107° F. 
until just before the pulse collapsed. 

This single death among the 516 patients treated 
gives a mortality of less than 0.2 per cent. How- 
ever, this low mortality and the realization that 
death may occasionally occur from any method of 
treatment, offer no consolation for the loss of a 
patient. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hirsch, I. S.: Generalized Osteochondrodystrophy. 
The Eccentrochondroplastic Form. J. Bone & 
Joint Surg., 1937, 19: 297. 

Hirsch endorses Jaffe’s classification of the osteo- 
chondrodystrophies as follows: 

A. Localized osteochondrodystrophy 

1. Limited to one epiphysis, as Legg-Perthes’ 
disease of the capital femoral epiphysis 
2. Limited to one epiphysioid bone, as Koehl- 
er’s disease of the tarsal scaphoid 
3. Limited to a few epiphyses or epiphysioid 
bones 
a. Involvement of both capital femoral 
epiphyses 
b. Involvement of more than one vertebral 
center 
c. Involvement of one or more epiphyses to- 
gether with one or more epiphysioid 
bones 

B. Generalized osteochondrodystrophy 

1. Leading to dwarfism because of failure of 
growth of the cartilages, as achondro- 
plasia 

2. Leading to the appearance of osteochon- 
dromata at the metaphyses, with distortion 
of the growth region of the bone, as dyschon- 
droplasia 

3. Associated with irregular development of 
the epiphyses and epiphysioid structures, 
as eccentrochondroplasia 

The body of the article is devoted to an exposition 
of eccentrochondroplasia, which is considered a 
clinical form of generalized osteochondrodystrophy, 
distinct from achondroplasia and dyschondroplasia. 
Two Italian families were investigated by the author. 
Two siblings in a family of five were found in the 
first group; a mother and four of her six offspring, 
including twins, were in the second. 

The most striking outward deformity is usually a 
thoracic kyphosis associated with marked promi- 
nence of the sternum. The head seems to rest on the 
thorax, and the chin extends over the sternum. The 
pelvis tips forward, and the hips backward. The 
flexed knees are in extreme genu valgum, associated 
with flat-feet. The hands have the trident form with 
short stubby fingers; the relatively long arms em- 
phasize the anthropoid appearance. There is ap- 
parent enlargement of the extremities at the joints 
and a peculiar laxity and hypermobility. The gait 
resembles the waddle associated with congenitally 
dislocated hips. 

The roentgenogram shows a peculiar disturbance 
in epiphyseal ossification associated with a malacia 
which produces a definite deformity in the size and 
shape of the bone at the articulating ends particu- 


larly. During the active or florid stage the cartilage 
plates are widened. Small nuclei of bone are found 
distributed irregularly through the cartilage. The 
fine points of ossification fuse later to give a ragged 
contour. The juxta-epiphyseal ends of the diaphysis 
are irregularly flat, or convex, never concave. 
Changes are found in the hand, wrist, shoulder, hip, 
knee, foot, and spine. 

The disease is self-limiting, and in the healing 
stage the tendency to re-establishment of normal 
arrangement and form is marked. Although the 
nuclei consolidate and the margins become sharper, 
a deformity developed in the stage of malacia is 
never overcome entirely. 

Typical changes are shown in figures 2, 9B, 10, 
16 and 20. Jerome G. Finper, M.D. 


Kling, D. H.: Juxta-Articular Adiposis Dolorosa: 
Its Significance and Relation to Dercum’s Dis- 
ease and Osteoarthritis. Arch. Surg., 1937, 34: 
599. 


The term “juxta-articular adiposis dolorosa’’ is 
applied to tender subcutaneous accumulations of fat 
which are located near joints, and regarded as the 
initial and intermediate stage of generalized adiposis 
dolorosa. The author interprets the condition as one 
of the soft-tissue changes which leads to the develop- 
ment of osteoarthritis by interference with the blood 
supply, by pressure and irritation of the structures of 
the joint, and by interference with the function of 
the joint. 

The report concerns the study of 112 patients who 
were observed during the past six years. Juxta- 
articular adiposis dolorosa is most frequently present 
in obese multiparas past middle age. There were 
only three male patients in the entire series. 

The most frequent sites for the painful fat pads 
are on the medial sides of the knees and elbows. 

Systematic palpation is necessary for the dis- 
covery of this condition. A fold of skin and sub- 
cutaneous fat is elevated between the thumb and the 
other fingers and gentle pressure is applied. It is 
necessary to be on guard against hypersensitivity of 
the skin and misunderstanding on the part of the 
patient. Therefore, the patient’s eyes are best cov- 
— and the sensitivity of the skin is tested previ- 
ously. 

Subcutaneous fat in different parts of the body and 
the joints is examined as a control. Juxta-articular 
adiposis dolorosa is diagnosed only when there are 
centers of tenderness in the characteristic areas 
around the joints without changes in the more 
superficial or deeper structures. 

The subjective symptoms are pain, weakness, and 
stiffness in the joints, acroparesthesia, and circula- 
tory changes in the extremities. 

Some frequently associated conditions are hyper- 
tension, varicose veins, depressed arches, hyper- 
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cholesteremia, lowered basal metabolic rates, and 
hypofunction of the ovaries, thyroid, and pituitary 
glands. Hypercholesteremia was noted in 87 per 
cent and lowered basal metabolic rates in 33 per cent 
of the cases studied. In the majority of the cases the 
glandular disturbances were considered character- 
istic of chronic exhaustion rather than of acquired or 
congenital gross pathological processes. 

Clinical and laboratory examination revealed 
slight or moderate osteoarthritis in about 60 per 
cent of the cases; and soft-tissue changes, such as 
hypertrophy of the infrapatellar fat pads, and peri- 
ostitis, especially over the patella, or calcification of 
the insertions of the quadriceps tendon, were noted 
in 11 per cent. Joint effusions were present in 2.6 
per cent. 

Biopsies of the fat pads did not reveal definite 
pathological processes. 

Permanent disappearance of the hypersensitivity 
and reduction of the fat followed excision in one case. 
All other therapeutic measures, including the ad- 
ministration of thyroid and ovarian preparations, 
histamine cataphoresis, and roentgen therapy, had 
only a partial and frequently transitory effect on the 
hypersensitivity of the fat pads. 

These therapeutic measures were usually com- 
bined with a reducing diet. 

Rosert P. Montcomery, M.D. 


Fehr, A.: Synovioma (Sur Kenntnis der Synoviome). 
Helvet. med. Acta., 1936, 3: 844. 


Synovioma was described for the first time by 
Lejars-Ruben-Duval in 1910. The name “syno- 
vioma” originated with the American author, Smith. 
Synoviomas are found in sarcomatous, spindle- 
celled basic tissue and are beset by roundish or slit- 
like cavities filled by a mucus-like substance. The 
tumor cells line the cavities in a palisade-like manner 
and have a cylindrical or cubical form. In individual 
cases giant cells and large round cells with fine- 
granulated oval nuclei, or mast cells, are distributed 
throughout the basic tissue, which is loosely con- 
structed in some places and dense in others. The 
gland-like formations arise from the covering cells 
of the synovial tissues, which have retained their 
function of producing synovia even during the 
course of the malignant degenerative processes. 
Gradually the spindle-cell structure overgrows the 
others until finally an ordinary spindle-cell sarcoma 
with an origin no longer to be recognized is formed. 
As a rule the pulmonary metastases are a pure 
spindle-cell sarcoma. It is possible that this tumor 
form may be confused with adenocarcinoma of the 
breast or with hypernephroma. Atypically localized 
peripheral adamantinoma and mixed tumors of the 
salivary glands are suspected of belonging to the 
synovioma group in most cases. The author has 
observed four cases of synovioma, three of which termi- 
nated fatally in from three and a half to ten years. 
The remaining case was free of symptoms following 
removal of the tumor. One tumor originated in a 
bursa of the extensor tendons, two in other burse, 
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and one was found to lie in the sulcus bicipitalis. 
(BURCKHARDT). JOHN W. BRENNAN, M.D. 


Jensen, D. R.: Ganglia and Synovial Cysts. Ann. 
Surg., 1937, 105: 592. 

It has never been determined whether ganglia and 
synovial cysts are slightly different modifications of 
the same condition, and clinical distinction between 
the two is often impossible. Several different the- 
ories as to their causes are presented, and a com- 
paratively new one, that they have their origin in 
embryological arrests in the process of the develop- 
ment of the particular tissue and synovial mem- 
brane, is restated. This theory was first presented 
by Floderus and supported by Kuettner and Hertel. 
The development of ganglia from remnants of ec- 
topic synovial tissue and from highly differentiated 
embryological arrests would account for all the vari- 
eties that are seen. While the hygromas of burse are 
very similar in pathogenesis and morphology, they 
differ from ganglia in that they have useful functions. 
Trauma apparently plays no part in the cause. 

Pathologists now commonly agree that these 
cystomas are lined with mesothelium, the character 
of which seems to be the same whether present in 
ganglia, synovial cysts, or burse. 

An illustrative group of five case reports from a 
series of twenty-one instances of simple cystoma is 
presented. Except for the presence of the cyst these 
cases had few clinical symptoms to distinguish them. 
The age limit showed wide variation and the dura- 
tion of the cyst varied from six months to two years. 
Treatment was sought because of the unsightly ap- 
pearance and in a few instances because of fear of 
malignancy. Only two patients experienced slight 
pain on movement of the parts; one tumor was ten- 
der on pressure; and none of the patients in this 
group had limitation of motion. One tumor devel- 
oped at the site of an incised wound two years after 
injury; but it would be difficult to conclude that this 
was the result of the original trauma. Cystomas are 
most frequently present in the region of the wrists; 
twenty in this series were so situated, while the 
other was on the left middle finger. 

In a second group of twenty-three cases there were 
present, in addition to the cyst, signs of further in- 
volvement of the tissues which consisted of frequent 
pain and limitation of motion. The latter sign was 
present in varying degrees in all but one case. A 
“doughy feel” or crepitus of ‘‘rice bodies” has been 
described as being characteristic of a tuberculous 
process. In this group no such clinical sign was noted, 
yet a few of the patients presented a rather advanced 
tuberculous process with destruction of some of the 
structures when the tissue was examined. There- 
fore, it is important that the examiner does not wait 
for these signs before a clinical diagnosis of tuber- 
culosis is made and radical measures instituted. 
The five cases reported in detail illustrate an ad- 
vanced involvement of important structures with- 
out clinical evidence of a marked inflammatory 
process, Associated lesions in other parts of the 
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body are so infrequent as to be of little value in the 
diagnosis. 

Various types of treatment are discussed. In sim- 
ple cystomas without pain or limitation of motion, 
complete dissection and removal of the sac is im- 
portant. In cystomas with pain and limitation of 
motion early operation is indicated; all involved 
tissue should be completely and thoroughly excised 
and the incision closed without drainage. This 
method results in the highest percentage of cures 
although a certain percentage of failures occurs even 
after the most careful dissection. 

S. Retcu, M.D. 


Barr, J. S.: ‘‘Sciatica’’ Caused by Intervertebral- 
Disc Lesions. A Report of Forty Cases of Rup- 
ture of the Intervertebral Disc Occurring in the 
Low Lumbar Spine and Causing Pressure on 
the Cauda Equina. J. Bone & Joint Surg., 1937, 
19: 323. 

The author reports forty verified cases of inter- 
vertebral-disc lesions of the lower lumbar spine. The 
lesion produces a characteristic clinical syndrome. 
Sixty-five per cent of the lesions occurred in the disc 
between the fourth and fifth lumbar vertebrz and 30 
per cent in the lumbosacral disc. The ratio of males 
to females was almost 7:1, and trauma was a definite 
factor in 77.5 per cent of the cases. Some of the pa- 
tients presented remissions and recurrences of in- 
creasing severity, but 60 per cent were operated upon 
during the initial disabling attack. 

Pain was the chief complaint, all of the patients 
having pain in the posterior and lateral thigh, 90 
per cent in the posterolateral aspect of the calf, 70 
per cent in the lumbosacral region, 65 per cent in the 
gluteal and sacro-iliac region, and 5 per cent in the 
lateral border of the foot. The type of pain varied in 
intensity and was often aggravated by coughing, 
sneezing, and change of position. 

At operation only one root was compressed by the 
ruptured disc fragment in more than half of the 
cases. In these there was no sensory loss because of 
the marked overlap in the sensory supply to the 
skin. In thirty-four of the forty cases, the referred 
pain was unilateral. Associated symptoms in some 
of the cases were numbness, muscle weakness, 
cramps in the calves of the legs, and urinary and 
fecal incontinence. 

Most of the patients had had previous orthopedic 
treatment with bed rest, heat, adhesive strapping, 
belts, corsets, and braces. 

In three cases known to the author paraplegia 
followed ether manipulations. 

One patient in this series had had a sacro-iliac 
fusion, and two division of the iliotibial band. 

Twenty-six of the patients had a list, sciatic 
scoliosis, which was contralateral in some and homo- 
lateral in others. Twenty-seven had a lumbar 
kyphosis. Back motion was markedly restricted. 
Thirty-six patients had a restriction of motion in 
the straight-leg-raising test, worse on the affected 
side. Tenderness was present in the midline, the pos- 
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terior sacro-iliac ligaments, or the sacro-sciatic notch. 
The knee jerks were normal. In 50 per cent of the 
patients the ankle jerk was absent. Other symp- 
toms noted were unsustained ankle clonus in one 
case, urinary and fecal incontinence in three cases, 
dribbling of the urine in two cases, loss of sexual 
potency in one case, muscle weakness in eight 
cases, and sensory changes in seventeen cases. 

Only 37.5 per cent of the flat roentgenograms 
showed narrowing of the disc, while thirty-six of the 
thirty-nine lipiodol examinations showed evidence 
of block, or a filling defect. The examinations with 
lipiodol were 90 per cent accurate in localization in 
this series. Four and five-tenths to five cubic centi- 
meters of lipiodol were used. There were no unto- 
ward results. 

A negative lumbar puncture does not rule out 
rupture of the disc. In five of the cases the total 
protein was normal, from 20 to 40 mgm. per 100 
c.cm., while in thirty-five cases it was above 45 mgm. 

The operative technique as described by Elsberg, 
Stookey, and Mixter consisted of laminectomy of 
from two to four lamine and spinous processes. 
When the lesion was definitely localized to one side, 
a hemi-laminectomy was done. In some cases a 
facet and a portion of the pedicle required excision. 
Sometimes the lesion was removed extradurally, al- 
though usually it was removed transdurally, the 
fibers of the cauda equina being carefully retracted. 
Before the dura was opened the head of the patient 
was raised to cause the lipiodol to fall into the sacral 
cul-de-sac. The dura was then opened, cotton 
pledgets placed in the upper end, and most of the 
lipiodol removed with the suction apparatus. 

Spinal fusion should be done if scoliosis or ky- 
phosis is corrected. In twelve of the author’s cases 
fusion was done immediately after the laminectomy. 
In some of the cases spinal fusion was done at a 
second operation. Dante H. Levintuat, M.D. 


Williams, P. C.: Lesions of the Lumbosacral Spine. 
I. Acute Traumatic Destruction of the Lumbo- 
sacral Intervertebral Disc. J. Bone & Joint Surg., 
1937, 19: 343- 

From a study of 1,000 cases of chronic or recurring 
low back pain which in the majority of the cases 
radiated down one extremity, and occasionally down 
both extremities, the author is convinced that fac- 
tors of injection and congestion play a secondary 
role, and that the primary pathological change is a 
mechanically altered lumbosacral articulation, re- 
sulting in most cases from changes in the inter- 
vertebral disc. 

With destruction of the disc, there is a settling of 
one vertebral body on the one below and an altera- 
tion of the facet relationship which result in degen- 
erative arthritic changes. Compression of the nu- 
cleus pulposus may produce a herniation of the 
cartilaginous plates (Schmorl) or a rupture of the 
annulus fibrosus, and result in a narrowing of 
the intervertebral space and constriction of the 
foramina. 
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Rupture of the nucleus pulposus is more likely to 
occur in young adult life than later, after chronic 
traumatic degenerative changes with fibrous-tissue 
replacement of the semigelatinous, normal fluid have 
taken place. Chronic trauma producing pathological 
changes in the annulus fibrosus is seen on the concave 
side of all spinal curvatures. Symptoms resulting 
from a lordosis are likely to be more severe because of 
the subluxation of the facets and the constriction of 
the foramina. 

The disc between the fifth lumbar and first sacral 
vertebre is subject to more trauma than any other, 
for it carries a heavier load and a greater lordosis. 
It is found destroyed more frequently than any other 
intervertebral disc. The next most frequently de- 
stroyed is the disc between the fourth and fifth 
lumbar vertebre. 

Williams has never seen a Schmorl herniation 
through the cartilaginous plates at the lumbosacral 
articulation. He believes that this herniation is due 
to the transmission of the weight through the pos- 
terior fibers of the annulus fibrosus, with posterior 
escape of the nuclear contents. 

The clinical symptoms are due to subluxation of 
the facets which causes low back pain and irritation 
of the “‘funiculus” of the nerve which in turn causes 
“sciatica,” a neuritis or neuralgia of the fifth lumbar 
nerve. The symptoms are due to the harrowing of 
the disc, the subluxation of the facets, and the hyper- 
trophic degenerative changes. 

The author found that 71.25 per cent of the 400 
patients with lumbosacral disease had destruction 
of the lumbosacral intervertebral disc. The de- 
struction of the disc may result from an acute injury 
or be due to chronic trauma. 

The treatment consists of the application of a body 
cast while the patient stands with the spine flexed, 
his elbows resting on a table. The cast extends well 
down on the sacrum so that when he stands erect the 
lumbosacral lordosis is reduced. 

Some patients continue ambulatory, but rest in 
bed for about ten days with the knees and hips flexed 
is prescribed for most cases. The cast is worn from 
one to two weeks. Occasionally another cast is 
applied. The cast is followed by a lordosis brace or 
an orthopedic corset. The brace is worn from six to 
twelve months. Postural instruction is given. 

In the cases which do not respond to conservative 
treatment, surgery is indicated. Fusion and facetec- 
tomy are indicated for relief of the segmental symp- 
toms. H. Levintuat, M.D. 


Badgley, C. E.: A Clinical and Roentgenological 
Study of Low Back Pain with Sciatic Radiation. 
Clinical Aspects. Am. J. Roentgenol., 1937, 37: 454- 


In recent years mechanical nerve irritation as 
demonstrated anatomically by Danforth and Wilson 
has attracted attention as a possible cause of low 
back pain with sciatic radiation. The importance of 
the lumbosacral joint in the development of this 
syndrome has been studied in 100 cases at the Uni- 
versity Clinic at Ann Arbor. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


343 


This article is a report on the study of the clinical 
aspects of 447 cases with low-back-sciatic symptoms. 
The most characteristic symptoms are: 

1. Pain in the sacro-iliac region radiating down 
deep in the posterolateral region of the thigh and 
into the peroneal distribution of the sciatic nerve. 
This pain may be constant or intermittent and may 
be brought on by a sudden unguarded movement. 
In none of the 447 cases was the pain felt in the 
mesial aspect of the leg and foot, and in only rr it 
was present in the mesial aspect of the thigh. 

2. Guarded motion of the spine is an early symp- 
tom. 
3. The attitude of the patient. A list of the trunk 
was present in 39 per cent of the cases; it was away 
from the affected side in 125 cases, and toward it in 
81 cases. When a list was not present, the patient 
often stood with very little weight on the painful 
leg and with the hip and knee slightly flexed. 

Various signs aid in the diagnosis. Raising of the 
straight leg is limited, and may be due to contracture 
of the lumbopelvic muscles. Patrick’s sign, forced 
abduction of the flexed thigh producing pain in the 
sacro-iliac region, is not commonly present. Hyper- 
extension of the thigh with the knee flexed and the 
patient lying prone may produce pain in the lumbo- 
sacral joint. The “prone thrust” test may be con- 
ducted as follows: the patient lying prone is told to 
raise himself on his hands with elbows extended, 
and drop the pelvis down as far as possible toward 
the table. It is often impossible for him to do this 
because of pain in the lumbosacral region. Ober’s 
sign may be seen when the patient attempts to 
adduct the extended abducted thigh with the knee at 
right angles while lying on his side. If the knee 
cannot be brought down to the table, the test is 
positive. This effect is caused by a contracture of 
the iliotibial band. Sensory disturbance, such as 
hyperesthesia or hypesthesia in the peroneal dis- 
tribution, may be present. It was found in 20 per 
cent of the cases. Tenderness on pressure over the 
lumbosacral region, the posterior iliac spines, and 
sciatic notch is a frequent sign. Motor changes may 
be noted as a muscular weakness, or as a true paraly- 
sis. The former type was present in 12 cases; the 
latter in 2. Diminution in the Achilles reflex may 
be present; it was observed in 18 per cent of the 
cases. Atrophy may be noted in chronic cases. 

The average age of the 447 patients was 49.7 years. 
There were 251 males and 191 females. Trauma was 
a definite factor in only 25 per cent. Only 15 were 
seen in their first attack, 230 in recurrent attacks, 
108 with constant symptoms, and 92 with chronic 
symptoms associated with acute exacerbation. The 
symptoms were on the right in 147, on the left in 167, 
and bilateral in 133. The radiating pain was referred 
to the posterolateral aspect of the thigh, calf, and 
foot in the majority of the cases, although in a few 
there was pain in the iliac crest, anterolateral thigh, 
perineum, gluteal region, and adductor region. A 
careful study of the distribution of the pain leads 
the author to believe that it is not in the regions of 
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the sciatic nerve endings but in the postaxial distri- 
bution of the lumbosacral plexus. Comparisons of 
the clinical findings with the roentgen-ray findings 
show that the symptomatology is the same whether 
the roentgenogram shows any kind of abnormality 
or not. 

A tabulation of results indicates that the type of 
skeletal change observed in the roentgenogram has 
no definite control over the extent and location of 
the radiation of pain. The sensory disturbances were 
more frequent in the group with abnormal roent- 
genograms. In the few cases with loss or diminution 
of the Achilles reflex, most of the abnormalities were 
demonstrable with the roentgen rays, particularly a 
reduced lumbosacral space. This narrow lumbo- 
sacral space, which was found in 57 per cent of the 
cases, is generally regarded as a significant factor 
in the production of the syndrome. 

Wa. ArTHuR M.D. 


Hodges, F. J., and Peck, W. S.: A Clinical and 
Roentgenological Study of Low Back Pain with 
Sciatic Radiation. Roentgenological Aspects. 
Am. J. Roentgenol., 1937, 37: 461. 


This paper is based on a roentgen study of 447 
dorsal, lumbar, and sacral spines in patients with 
low back symptoms and sciatic radiation. When the 
antero-posterior views were taken, the lumbar curve 
was straightened as much as possible by having the 
patient flex the hips and knees. For lateral views, a 
pad was always placed under the flank to prevent 
lateral sagging of the lumbar spine. The average age 
of the patients was about thirty-eight years. A 
group of 538 patients without radiating sciatic pain 
was used asa control. A lumbosacral joint space was 
recorded as ‘‘narrow” only when it was no more than 
half of the thickness of the joint space which was 
just above it. 

In the group studied, 57.2 per cent of the patients 
had a narrow lumbosacral joint space; in the control 
group the percentage was 12.8 per cent. Twenty- 
seven per cent of the patients in the group had 
lumbosacral anomalies, such as sacralization, lum- 
barization, butterfly type of transverse processes, 
and spina bifida, and 23.7 per cent showed osteo- 
arthritic changes. The percentages in the control 
groups were 14.3 and 28, respectively. 

The anomalies were listed as sacralization 6.7 per 
cent, lumbarization 3 per cent, butterfly transverse 
processes 2.5 per cent, spina bifida 10.8 per cent and 
spondylolisthesis 8.1 per cent. 

In the discussion of this article it was brought out 
that the roentgen-ray findings, such as anatomical 
variations, are not always the cause of the aching 
and sciatic radiation. Surgical correction of such 
anomalies is sometimes disappointing. It is also 
mentioned that the normal average width of the 
lumbosacral joint is about 14 mm., while the width 
of the one just above is 7 mm. Therefore, the cri- 
terion of ‘‘one-half”’ is too conservative in reporting 
a narrowing of the lumbosacral joint. 

Ws. Artour M.D. 
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Forrester-Brown, M.: Arthrodesis in Young Chil- 
dren. Proc. Roy. Soc. Med., Lond., 1937, 30: 432. 


The author sets forth reasons dissipating certain 
misapprehensions concerning the bone-forming pow- 
ers of cartilage in quite young children. He shows 
that cartilage produces excellent bone. It must be 
remembered that poor results from arthrodesis oc- 
cur in older patients also, because the indications are 
made for arthrodeses in patients who tend to be poor 
bone-formers, such as patients with tuberculosis, 
poliomyelitis, and congenital bone defects. These 
conditions also tend, when severe, to impair the 
growth of epiphyses spontaneously; the arthrodesis 
must not be blamed. The danger of relapse in a de- 
formity from bending of the soft bone is no greater 
after arthrodesis than before; it must be prevented 
by adequate and prolonged splinting. The correc- 
tion obtained by arthrodesis helps restore the normal 
growth lines and prevents development of complli- 
cated secondary compensatory deformities. Chil- 
dren of four years and over are acceptable for sur- 

ery. 

. The indications for early arthrodesis are made in 
poliomyelitis, such conditions as flail-foot, calcaneo- 
cavus, thenar paralysis, and flail shoulder; in cases 
of absent radius or fibula, congenital equinovarus, 
and tuberculous knee or ankle. The technique is 
simple; only a few points are stressed. In poliomye- 
litis it is necessary only to slice away the articular 
cartilage from the surface of the bones, and leave the 
growing cartilage of two bones in contact; an anchor- 
ing stitch of strong catgut reduces the possibility of 
displacement. A strong amputation knife is pre- 
ferred to an osteotome for trimming. The author 
describes his methods of treating calcaneovalgus, 
absent radius, and absent fibula. In tuberculosis, no 
attempt is made to get a clean resection of the whole 
tuberculous area, but merely a “rawing” of the 
articular surfaces is effected. 
Jerome G. M.D. 


FRACTURES AND DISLOCATIONS 


Paltrinieri, M.: Rotary Dislocation of the Atlas 
(Lussazione rotatoria dell’atlante). Chir. d. organi 
di movimento, 1937, 22: 457- 


At the Instituto Rizzoli, Bologna, there has been 
only one case of uncomplicated rotary dislocation of 
the atlas among 368 fractures of the vertebra. The 
patient was a boy fifteen years of age, who five and a 
half months previously slipped on the floor and 
struck the left mastoid region. The subjective 


symptoms consisted of pain radiating to the left side 
of the occiput. The physical signs and the roent- 
genograms were characteristic. Especially interest- 
ing was the contracture of the right trapezius 
muscle. Paltrinieri ascribes the absence of medullary 
symptoms to the fact that the cord in this region can 
tolerate some diminution of its transverse diameter 
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without disturbance, whereas even a slight reduction 
of the anteroposterior diameter is fatal. Evidently 
there was an incomplete laceration of the ligaments 
on the left, while the ligaments on the right were 
under only slight tension; otherwise the dislocation 
of the atlas would have been greater and the cord 
would probably have been compressed. The prog- 
nosis was considered good because of the length of 
time since the accident, the incompleteness of the 
lesion, and the partial preservation of the ligaments, 
which would prevent further slipping. Reduction 
was not attempted, but traction in extension was 
applied to the head for three days, after which a plas- 
ter-of-Paris collar was worn for three months, and 
physio-therapy then begun. 

The literature on rotary dislocation of the atlas is 
scarce and not all the cases are well reported. The 
author gives a historical review of the subject, and 
discusses the mechanism and the physical and radio- 
logical diagnosis of the lesion. 

The article is accompanied by references, photo- 
graphs, roentgenograms, and anatomical diagrams. 

M. E. Morse, M.D. 


Roberts, S. M.: Fractures and Dislocations of the 
Cervical Spine. Dislocations, Complications, 
and Operative Treatment. J. Bone & Joint Surg., 
1937, 19: 477- 

Complete dislocation between the atlas and axis 
occurs without fracture because the articular facets 
are nearly horizontal, there is no spinous ligament 
attachment, and sheering and twisting forces have 
no bone resistance except the odontoid. Complete 
dislocation in the lower cervical spine rarely occurs 
without a fracture. Unilateral dislocation in the 
lower cervical spine occurs without fracture. In 10 
of the 19 cases of dislocation presented, demonstrable 
fractures accompanied the other injuries. Disloca- 
tion occurred most frequently between the fourth 
and fifth vertebra, and next frequently between the 
first and second. The younger the patient, the 
higher in the cervical spine the dislocation occurred. 

Injuries that produce dislocations are usually 
severe. The head assumes positions similar to those 
in a torticollis in unilateral dislocations. “If there 
is a complete dislocation on the right, the head will 
be turned to the left and tilted to the right. In cases 
of bilateral complete dislocation, the head is tipped 
forward without rotation.” Roentgenograms are 
necessary for the differentiation between fractures 
and dislocations. 

The sooner reduction is attempted, the greater the 
chance for success. The author believes that an 
attempt at correction, in the upper cervical spine at 
least, should be made even after ten months if there 
is a permanent deformity of the neck. 

Fatal cord injuries seldom accompany a disloca- 
tion, even if the dislocation is complete. Fractures 
are more serious than dislocations, and are more 
likely to be fatal or to be accompanied by irreparable 
cord or nerve damage. From a series of 37 cases, all 
of the 12 cases of compression fractures showed some 
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sort of nerve-tissue involvement; only 7 of the 19 
cases of dislocation showed nerve symptoms. 

Reduction of a dislocation in the cervical spine 
is not dangerous. When a compression fracture of 
the body is present in addition to the dislocation, an 
attempt at reduction of the dislocation is dangerous. 
It is better to treat the fracture and allow the disloca- 
tion to remain untreated. 

In incomplete disiocations, reduction can be ob- 
tained by hyperextension and traction alone. When 
dislocation is complete, reduction must be attempted 
only under general anesthesia. Traction in com- 
plete dislocations is futile; manipulation is necessary. 
Forward flexion of the neck must be prevented at all 
times. 

The method of reduction used by the author is 
that described by Walton (Ann. Surg., 1904, p. 654). 

Following the reduction of a complete dislocation 
the spine should be held by a plaster jacket for two 
months, by a leather collar for two months, and 
finally by a Thomas collar for two months. In in- 
complete dislocations, the plaster jacket is not used. 

Late complications are due to a gradual increase 
in the scar tissue and bone callus. Irritation of the 
unhealed injured parts by strain following a too 
early release of the fixation increases the scar tissue 
and callus. Re-dislocations occasionally occur when 
the cervical spine has not been protected long 
enough. Active exercises are begun eight weeks 
after the reduction. All exercises should be done in 
a recumbent position for the first two or three 
weeks, and they should be designed to teach the pa- 
tient to hold his head up and his chin in, in the cor- 
rect mechanical position. “It is extremely impor- 
tant that the transition from complete fixation to 
complete freedom should be gradual and accom- 
panied by active muscle training.” 

Operation is rarely indicated except for relief of 
late symptoms of the cord. Ifa spinal-fluid block is 
present after reduction of the dislocation in early 
cases, a laminectomy is indicated. Symptoms of the 
cord that arise as a late complication are more likely 
to disappear after laminectomy than the early 
symptoms. Rosert P. Montcomery, M.D. 


Betto, O.: Isolated Fractures of the First Rib (Le 
fratture isolate della prima costa). Chir. d. organi di 
movimento, 1937, 22: 424. 


Betto reports a unique case of isolated and sym- 
metrical fractures of the first ribs due to compression 
of the upper part of the thorax between two auto- 
mobiles. The patient was a man, forty-two years 
old. The breaks occurred -between the middle and 
anterior thirds, and were clean-cut; the fragments 
were not displaced. The immediate manifestations 
were violent pain in the neck, dyspnea, and supra- 
clavicular subcutaneous emphysema. He was treated 
by strapping. Eighteen months later, he was with- 
out symptoms; and palpation, auscultation, and 
the respiratory excursions were normal. The upper 
part of the sternum protruded; callus formation was 
slight, and on the right appeared a pseudarthrosis. 
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Fractures of the first rib by direct force on the rib 
itself without intervention of the clavicle and ex- 
cluding gunshot wounds are almost unknown. In 
the second variety of direct fractures of the first rib, 
fracture of the clavicle is the preponderant factor as 
the fragments cut into the costal arch. This lesion 
is grave and is complicated with injuries of the blood 
vessels. In indirect, isolated fractures of the first 
rib, the clavicle is an important but not indispens- 
able factor, acting concomitantly with other factors. 
Trauma is not always present; it merely serves to 
favor muscular contraction, which plays the essential 
role. Of chief importance is the scalenus anticus 
muscle, which acts in conjunction with other factors, 
particularly fixation of the thorax in inspiration, 
and in some cases a zone of least resistance in the 
costal arch. The trauma usually involves the deltoid 
and the supraclavicular and infraclavicular regions, 
the force being transmitted to the clavicle and 
thence to the rib. As a result the middle third of 
the costal arch is lowered and its curvature is in- 
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creased. Simultaneously, the scalenus anticus 
muscle contracts violently, raising and fixing the rib 
and also increasing its curvature. A rigid system is 
formed, composed of the transverse vertebral 
process, the costal arch, and the sternum. The 
clavicle and the scalenus muscle always act together. 
A forward and upward movement of the shoulder, 
an instinctive attempt to protect the head, is very 
important because it carries the clavicle with it and 
thus helps to fix the thorax. 

In the present case the line of force passed antero- 
posteriorly from the sternum to the spinous proc- 
esses of the first two dorsal vertebre, as evidenced by 
ecchymoses, accentuated the curvature of the costal 
arch, and tended to rotate the rib in the direction of 
its margins. The perfect symmetry of the fractures 
on the two sides shows the existence of a weak point 
at the junction of the middle and anterior thirds. 

The article is accompanied by roentgenograms, 
photographs, anatomical drawings, and a bibliog- 
raphy. M. E. Morse, M.D. 
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BLOOD VESSELS 


Fontaine, R. and Pereira, S.: Experimental Oblit- 
erations and Resections of the Veins. Con- 
tribution to a Study of the Collateral Venous 
Circulation (Oblitérations et résections veineuses 
expérimentales. Contribution 4 l’étude de la 
circulation collatérale veineuse). Rev. de chir., 
Par., 1937, 56: 161. 

It is a generally accepted idea that obliteration of 
a vein causes edema, although a number of authors 
have reported experimental work showing that such 
is not the case. Fontaine and Pereira report experi- 
ments on dogs made for the purpose of studying this 
question. They made thirty-three experiments on 
twenty-nine dogs, which may be divided into five 
groups: (1) resection and obliteration of the super- 
ficial femoral vein and its tributaries; (2) resection 
and obliteration of the common femoral vein, cor- 
responding to the common iliac vein in man, and its 
tributaries; (3) resection and obliteration of the 
inferior vena cava and its tributaries; (4) circular 
ligation of all the veins at the root of the thigh; and 
(5) resection or obliteration of veins associated with 
obliteration of the lymphatics. These experiments 
are described in detail and illustrated with phlebo- 
grams. 

The authors conclude that resection or obliteration 
of a short segment of the superficial femoral vein 
does not cause any perceptible interference with 
circulation. If the superficial femoral vein was 
obliterated for the whole length of the thigh and, in 
addition, the internal saphenous was obliterated, 
an edema developed which lasted for a few days and 
then disappeared without leaving any traces. 

There did not seem to be any difference in the 
effects of obliteration of the vein with chemicals 
from those with resection. 

The resection or obliteration of a short segment 
of the common femoral where it emptied into the 
inferior vena cava did not have any evident effect 
on the circulation. If the vein was resected down to 
Poupart’s ligament with ligation of the deep femoral 
vein and obliteration of the superficial femoral and 
internal saphenous veins, it caused a marked but 
transitory edema, which lasted from a few days to 
two or three weeks. 

Circulation was re-established in these cases by 
two collateral systems: a deep one which established 
communication between the veins of the lower limb 
and those of the sacral system and through these 
with the sacro-iliac trunk and the common femoral 
vein of the opposite side; and a subcutaneous net- 
work which appeared on the external part of the 
thigh and anastomosed freely with the veins of the 
abdominal wall and the system of the superior vena 
cava, 

If the common femoral vein of the opposite side 
was obliterated at the same time, the external 
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collateral network developed still more, while the 
deep network was less apparent. The external 
collaterals were sufficient to restore a perfect return 
circulation. In case of simultaneous obliteration of 
the superficial vein, a network of collaterals devel- 
oped in the muscles of the thigh. 

Resection of the origin of the inferior vena cava 
resulted in a temporary edema which could be pro- 
longed to as long as twenty-nine days by adding 
obliteration of the superficial and common femoral 
veins and the internal saphenous vein. No matter 
how great the obstacles, except in one case in which 
an enormous edema caused ulcers and rapidly fatal 
infection, there were never any other sequele at the 
end of several weeks than a few dilated prepubic 
veins. Circulation was re-established by the two 
collateral systems described. The external network 
became more important than the internal, which 
had lost its two chief collectors, the sacro-iliac 
trunk and the common femoral vein of the opposite 
side, and was limited to anastomoses with the in- 
testinal and prevertebral veins. 

When successive phlebograms were made at 
intervals of several months the collaterals were seen 
to develop very quickly; later they did not increase 
in number very much, but increased greatly in size. 

It seemed impossible in the dog, therefore, to 
interfere seriously with the return circulation either 
by chemical obliteration or resection of the veins. 
The only way to do this was by sectioning all the 
veins at the root of the thigh by a technique which 
the authors describe. In this way they caused 
enormous edema with moist gangrene which caused 
death in two cases. 

Resection or obliteration of the lymphatic trunks 
of a limb in the dog caused an edema which lasted 
from eight to nine days; it had all the characteristics 
of an edema of venous origin. If both veins and 
lymphatics were obliterated it seemed to prolong 
postoperative edema but did not make it permanent. 

The authors then attempt to relate the results of 
their experiments pertaining to the pathology of 
clinical phlebitis. As it was necessary practically to 
abolish the venous and lymphatic circulation 
entirely in order to cause more than a transitory 
edema, they concluded that neither the mechanical 
factor nor the lymphatic factor completely explains 
the development of phlebitic and postphlebitic 
edema. They agree with Leriche that venous spasm 
plays an important part in the pathogenesis of 
phlebitic edema in man. 

AupREY Goss Morcan, M.D. 


Linton, R. R.: Acute Peripheral Arterial Occlusion 
and Its Treatment. New England J. Med., 1937, 
216: 871. 


In reviewing the history of the treatment of acute 
peripheral arterial occlusion the author notes that 
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the percentage of extremities saved by embolectomy 
is still relatively low. Of 282 embolectomies reported 
in the literature 85, or 30 per cent, produced success- 
ful results. He discusses the present methods of 
treatment and presents data drawn from a study of 
44 cases of acute peripheral arterial occlusion oc- 
curring in 36 patients treated at the Massachusetts 
General Hospital from 1929 to 1936. Successful 
treatment of acute arterial peripheral occlusion de- 
pends on early diagnosis and immediate proper 
treatment. This condition is truly an emergency in 
every sense of the word. 

Sixty-seven per cent of the patients studied gavea 
history of sudden severe excruciating pain in the 
affected limb when occlusion occurred. It is gener- 
ally thought that the most characteristic symptom 
is the attack of pain. These data reveal that em- 
bolism cannot be ruled out because of the absence 
of sudden excruciating pain. Other more constant 
symptoms are numbness of the involved extremity, 
paralysis of the more distal groups of muscles in the 
affected limb, and coldness of the skin. The objective 
signs are pallor, a decrease in the skin temperature, 
complete or partial anesthesia, absent skin and 
tendon reflexes, and lack of pulsations in the arteries 
peripheral to the site of embolism. 

Inasmuch as an arterial embolus almost always 
lodges at one of the major bifurcations of the 
arterial tree, localization can be done by careful 
palpation to determine where the pulsations cease. 
If, as in an obese patient, there is difficulty in locat- 
ing this site, it may be determined accurately by 
means of the ordinary sphygmomanometer. 

There are four main types of treatment; viz., 
embolectomy, the use of intermittent negative and 
positive pressures, the use of vasodilators, and 
symptomatic or “watchful waiting.” The author 
presents a detailed discussion of these methods as 
applied in the cases he is presenting. 

Embolectomy was done in twelve cases. Four, or 
33 per cent, of the extremities in this group were 
saved. To be successful, the operation should be 
done at the earliest possible moment after the em- 
bolism occurs, preferably within six hours. The 
most favorable results are to be expected in patients 
under fifty years of age because the arteries are not 
so apt to be calcified. ; 

Fifteen patients were treated with the negative- 
positive pressure apparatus of Pavaex or with inter- 
mittent negative pressure. In this group nine 
extremities, or 60 per cent, were saved. This repre- 
sents the highest percentage which was reported as 
saved by any one method of treatment. Most of 
the patients in this group were not suitable for 
embolectomy. Younger patients developed an ade- 
quate collateral circulation more rapidly than the 
older ones. This form of treatment is especially 
adapted to patients whose condition does not war- 
rant operation. It is recommended to be used 
following embolectomy. 

No use was made of vasodilators in this group. 
One group of seventeen patients received sympto- 
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matic treatment. Five of the extremities did not 
develop gangrene. Four of the five patients had 
emboli in the arm. It is noted that adequate col- 
lateral circulation develops spontaneously very fre- 
quently in embolism of the upper extremity. Ex- 
cluding these four patients, there remained thirteen, 
of which only one, or 8 per cent, was saved. There is 
nothing to recommend the method of symptomatic 
treatment of peripheral embolism. 

The author concludes that the ideal method of 
treatment for suitable cases is a combination of 
treatments, namely, embolectomy followed by use 
of the pressure treatment and the production of 
peripheral vasodilation. Early diagnosis and im- 
mediate treatment are indispensable to a successful 
outcome. HERBERT F, Tourston, M.D. 


Laewen, A.: Thrombectomy in Venous Thrombosis 
and Arteriospasm (Ueber Thrombectomie bei 
Venenthrombose und Arteriospasmus). 67. Tag. d. 
deutsch. Ges. f. Chir., Berlin, 1937. 


In a case of thrombosis of acute onset of the right 
subclavian and axillary veins in a forty-nine-year- 
old man, the two veins were exposed and all of the 
thrombi removed from them. A copious bleeding 
from the peripheries resulted. Both of the phle- 
botomy wounds were closed with continuous silk 
sutures. The swelling receded abruptly immedi- 
ately after the operation. The circulation in the 
whole of the right arm became better; there was 
prompt and considerable improvement in the 
venous stasis; the purplish discoloration of the skin 
disappeared; the skin temperature increased; and 
the pulse in the right radial artery, which had pre- 
viously been weak, became as strong as that on the 
other side. The severe pains in the right arm dis- 
appeared on the day of the operation and did not 
return. The patient felt completely well and was 
able to return to work. 

Two explanations may be given for the immediate 
favorable effect of the operative removal of the 
masses of thrombi. Either an irritation acting on 
the intima and exerting a spastic effect on the 
corresponding arterial region was removed with the 
thrombi, or, more probably, a natural circulation 
was re-established in the previously thrombosed 
veins. Operative removal of bland thrombi from 
the veins has been considered many times, but 
almost never has been carried out. Kulenkampff, 
in 1937, fully removed a thrombus from the saphenous 
vein in three cases, and believed that by removal of 
the thrombi he protected the patients against pul- 
monary embolism. At the end of 1936 the author 
performed thrombectomy on a vein in two other 
very unfavorable cases, without success, but with 
further technical development of the operation. In 
both cases there were massive thromboses of the 
femoral and external iliac veins. The external iliac 
vein was temporarily ligated above the thrombus 
with a tampon. Then a longitudinal incision was 
made in the anterior wall of the femoral vein under 
Poupart’s ligament, and the thrombus masses were 
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removed. The wound in the vein was closed with a 
continuous suture. The temporary upper ligature 
of the vein was removed. In the first case, the 
swelling in the extremity, which was afflicted with 
total motor paralysis, did not recede after the 
operation. Autopsy, twenty-five days subsequent 
to the operation on the vein, showed diffuse ascend- 
ing thrombosis of the veins of the right leg. In that 
portion of the vein from which the thrombus had 
been removed, a fresh thrombus had formed. The 
lung was wholly unaffected. In the second case, in 
which there was also an arteriospasm in the region 
of the femur, the entire thrombus was successfully 
removed, but the patient, who suffered from a 
severe cardiac insufficiency, died at the close of the 
operation. Here, too, the lung was free of infarcts. 
In this case the author’s ‘thrombus curette” proved 
well adapted to its purpose. 

Before thrombectomy is undertaken it must be 
certain that a thrombus is present and there must 
be no question as to its site. The most promising 
cases would seem to be those in which it is possible 
to remove the thrombus in its entire extent. In 
these cases there will also be the least danger of 
recurrence. The treatment of bland venous throm- 
bosis remains conservative. Phlebectomy need be 
considered for only specially selected cases, for which 
the technique described is recommended. 

In the discussion, FRUEND said that mass embol- 
isms cause immediate death, or the patients survive 
the first shock only to succumb, in almost all cases, 
to a second embolism. The speaker was the first to 
remove the secondarily forming thrombus and 
ligate the thrombus-containing vessels and thereby 
prevent a second embolism. In the first case opera- 
tion had been done three years before. The throm- 
bus, which was of the size of a thumb and had 
grown into the femoral vein from the saphenous 
vein, was removed through a longitudinal incision 
in the femoral vein. Cure followed. In the second 
case there was a slowly ascending thrombus of the 
femoral vein with high-grade mass embolism. The 
thrombosed femoral vein was opened at the level of 
Poupart’s ligament and a thrombus as thick as a 
thumb and 15 cm. in length was removed from the 
iliac vein. The femoral vein was ligated, and cure 
followed. In the third case there was a very rapidly 
progressing thrombosis of the femoral vein with 
very severe mass embolism. The femoral vein was 
exposed and a thrombus 18 cm. long was removed 
from the iliac vein. The femoral vein was ligated 
and cure resulted. 

The operation is easy; no patient is so sick that he 
cannot undergo it; and any surgeon can perform it. 
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As more than 90 per cent of all mass emboli originate 
in the femoral vein, the operation is given added 
importance. It is wholly safe, because of the 
positive pressure present in the femoral vein, which 
always drives the thrombus in the direction of least 
resistance when the vessel is opened. There is there- 
fore no danger that another embolus will be torn 
loose during manipulation of the thrombus after 
the vessel has been widely opened. 
FLORENCE A. CARPENTER. 


Westerborn, A.: The Danger of Embolism in the 
Treatment of Varices with Injections, and a 
Report on Embolism Occurring in Sweden 
(Ueber die Emboliegefahr bei Injektionsbehandlung 
von Varizen nebst einem Bericht ueber die in 
Schweden vorgekommenen Emboliefaelle). Acta 
chirurg. Scand., 1937, 79: 321. 


The mortality of pulmonary embolism in Sweden 
from treating varices was 0.26 per cent after opera- 
tion, or 18 of 6,994 patients operated upon in the 
period from 1921 to 1925. After injection and liga- 
tion the mortality was 0.33 per cent, or 4 of 1,200 
patients treated in this manner in the period from 
1928 to 1934. The mortality following the injection 
treatment amounted to 0.036 per cent, or 11 of 
30,000 patients treated by injections in the period 
from 1927 to 1934. 

Operation, and injection with ligation have 
resulted in about the same mortality, the latter 
method having a slightly higher rate. This rate is 
about ten times as great as that following treatment 
by injection alone. 

Rest in bed and infection are the main causes of 
embolism; these factors explain nearly all of the 
cases of embolism from treatment of the infection 
alone. If these two factors are eliminated, the rate 
of embolism will fall and the harmlessness of treat- 
ment by injection will be still more in evidence. 

The substance injected seems of no importance 
in so far as embolism is concerned. The agents most 
frequently used have caused embolism. Sixteen of 
53 cases of embolism from injection treatment were 
caused by quinine-urethan, 12 by sodium chloride, 
9 by sugar solutions, and 8 by sodium salicylate. 

Thirteen of the 16 caused by quinine-urethan 
occurred in Sweden. Quinine-urethan is still used a 
great deal in Sweden, but in other countries it is 
not as popular as formerly. Sugar and sodium- 
chloride solutions are more commonly used at the 
present time. A new agent which is becoming more 
popular at this time is sodium morrhuate. The 
author has had his best results from the use of this 
substance. 
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POSTOPERATIVE TREATMENT 


Brown, J. B.: Homografting of Skin: With a Re- 
port of Success in Identical Twins. Surgery, 
1937, 1: 558. 

It has been found generally that skin transplanted 
from one individual to another does not survive 
permanently. The usual course is that following a 
possible ‘‘take” of the graft, there is a survival for 
two weeks, but total absorption of the graft takes 
place by the end of the third week. This has been 
followed by a period of granulation, and then 
spontaneous epithelization, which is perhaps some- 
what rapid, and in some instances has been mistaken 
for transplanted skin. 

Suggestions have been made to insure permanence 
of these grafts, the best known of which is that the 
donor and recipient should be of the same blood 
group; but there is no measurable value of this selec- 
tion of donor skin either in the ‘‘take” of the graft 
or its survival. 

The solution of this problem would be one of the 
major advances in reconstructive surgery, but for the 
present the patient’s own skin must be used. 

In two instances the author used homografts from 
the mother to tide over very serious periods in the 
care of patients whose conditions might otherwise 
have proved fatal, and in both instances it was 
thought that the two weeks’ respite afforded by the 
open wound was the turning point in the condition. 

In one case of a deep burn which extended very 
close to the peritoneum, the general health failed so 
badly that it was feared the patient would not sur- 
vive. As a last resort, to provide a covering for the 
wound, thick split homografts from the mother were 
applied to the entire area to remain in place for as 
long as they might last. There was immediate local 
and general improvement, the grafts took almost 
perfectly, and for two weeks while the grafts sur- 
vived the child was comfortable. By the end of the 


third week, the grafts were completely absorbed, but’ 


the wound was much improved and the patient was 
comfortable. There was apparently a real stimulus 
to spontaneous epithelization and the area was 
rapidly covered over. 

The author never encountered a burned patient 
with a twin, but after finding suitable twin brothers, 
he transferred full-thickness skin grafts from the 
arm of one twin to that of the other and obtained 
primary healing in both with complete and perma- 
nent survival of both grafts. 


De Snoo, K.: Thrombosis and Embolism (Throm- 
bose und Embolie). Geneesk. Tijdschr. Nederl.- 
Indie, 1936, p. 2874. 

Thrombosis is a physiological process which 
prevents bleeding to death after an injury of the 


blood vessels. Generally it is limited to the place of 
injury. It is only when it spreads beyond this 
region that it becomes pathological and is considered 
clinically. On the basis of 38 post-mortem reports, 
two main groups of thrombosis are distinguished: 
wall thrombosis and central thrombosis. Wall 
thrombosis develops in the operative region, as in 
the uterus, or as a telethrombosis, on the basis of a 
phlebitis. It is, therefore, of infectious origin. 
Central thrombosis is a loose cylindrical formation 
in the lumen, cloaked with blood, which originated 
in a small injury or infection of the wall of a blood 
vessel, or in a thrombus protruding from an acces- 
sory branch into the venous lumen. Such a central 
thrombosis can also join a spreading wall throm- 
bosis when the latter has reached the large accessory 
branch. The author then speaks of a secondary 
central thrombosis. Clinically, it is possible to 
distinguish these three forms quite clearly. In wall 
thrombosis there are fever and similar infectious 
symptoms, and pale, pasty swelling of the leg. The 
vascular cord under Poupart’s ligament is painful 
for some time, and there is softening of the thrombi 
with chills and pyemia. In primary central throm- 
bosis there is a sudden stasis in the leg which turns 
white, not blue. There is a scarcity of general 
symptoms, but danger of loosening of the thrombus 
with fatal pulmonary embolism. The emboli are 
firm and do not break. In secondary central throm- 
bosis there are septic symptoms with small pul- 
monary emboli and infarct and abscess formations 
which appear multiple; the thrombus is infected and 
brittle. There is no doubt that the first and third 
forms are of infectious nature and that the real 
problems of thrombosis are centered in the second 
group, the primary central thrombosis. 

Regarding the danger of embolism, it is clear that 
any motion and every increase of pressure tends to 
break the thin accessory ligament. In order to 
avoid this danger, absolute rest is necessary. Past 
experience shows that the fatal emboli appear in the 
second and third week after operation or delivery. 
As a prophylactic measure the author insisted that 
his patients remain flat in bed, with the result 
that in 875 gynecological laparotomies, only one 
patient died from embolism. We cannot prevent 
thrombosis, but the author believes that the 
problem of embolism is practically solved if the 
patients are induced to exercise patience, and the 
physicians no longer allow competitive considera- 
tions to shorten the period of after-treatment. 

It is well known that anemic and older patients, 
and especially those who are feverish before de- 
livery or operation, are more exposed to the danger 
of thrombosis. It is also known that most cases of 
thrombosis appear, especially after a laparotomy, 
in the lower abdomen. In regard to thrombosis in 
gynecological laparotomy, the author found prac- 
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SURGICAL TECHNIQUE 


tically no difference between simple ovariectomy, 
and operations for myoma or carcinoma, and opera- 
tions in inflammatory diseases. It became manifest, 
however, that before the appearance of thrombosis, 
all patients had a rise in temperature, and of 36 
women who developed thrombosis after a perfectly 
normal delivery, only 2 remained free from fever. 
Moreover, it was demonstrated that (1) cases of 
thrombosis appear in groups and each group has 
its own characteristics; (2) there is a period of in- 
cubation of from one to two weeks following delivery 
or operation; (3) women who repeatedly became 
sick during the puerperium who were received from 
outside into the section for infectious diseases, 
where also the thrombosis patients were cared for, 
likewise developed thrombosis in the course of from 
one to two weeks; (4) the danger of thrombosis after 
a perfectly normal delivery in the clinic is four 
times greater (1.6 per cent) than in the patient’s 
own home (0.4 per cent). All this leads to the con- 
clusion that infection is also the real cause of 
primary central thrombosis. 

To counteract thrombosis, it was necessary to 
isolate the patients with thrombosis and keep the 
pregnant and healthy women sharply separated 
from the sick puerperal women and to observe the 
strictest precautions against infection. In line with 
these precautions, the Utrecht clinic has been com- 
pletely rebuilt. The large halls have been divided 
into small rooms with 3 or 4 beds, with a quarantine 
section with individual compartments for suspected 
and definite cases of thrombosis and a section with 
compartments for infected cases and isolated nursing 
care for the sick patients and the patients with 
thrombosis. 

Prophylactic treatment by motion is rejected (1) 
because of the danger that an unrecognized central 
thrombosis may break loose; (2) because through 
motion the speed of the blood current in the large 
vessels may undergo still more pronounced fluctua- 
tions than normal without preventing a deposition 
of new thrombocytes with fibrin on both ends of the 
central thrombosis where rotary motion always 
takes place; (3) because among thousands of 
afebrile puerperal women who for nine days re- 
mained lying flat in bed and who had been looked 
after with the greatest care, only two developed 
thrombosis. 

According to the author the first mistake made 
in the treatment of thrombosis was when the 
patient was allowed to get up early in the puer- 
perium. In reality, these two factors are unrelated. 
Is it not a fact that patients are allowed to leave 
their beds on the ninth day, the day when the 
danger of embolism begins? Women with a normal 
puerperium do not develop thrombosis, whether 
they remain lying flat or whether they get up and 
engage in gymnastics. Only when the blood is 
thrombophilic or when a phlebitis exists, is it 
possible for a thrombus to develop, and in that 
case any motion is harmful. 

CLARENCE C. REED, M.D. 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Bettman, A. G.: The Tannic-Acid-Silver-Nitrate 
Treatment of Burns. J. Am. M. Ass., 1937, 108: 
1490. 

A new conception of burns has been brought about 
as a result of their treatment with tannic acid and 
silver nitrate. This treatment appears to change the 
lesion into one comparable to a surgical wound. It 
is this change that makes'the application of tannic 
acid and silver nitrate superior to any other treat- 
ment from many different points of view: 

1. More lives would be lost through the slower 
method of tanning. 

2. The immediate stopping of the loss of body 
a prevents the consequent concentration of the 

ood. 

3. Shock is prevented immediately, or it is very 
definitely minimized. 

4. The absorption of toxic products is prevented 
immediately. 

5. Infection is prevented by the short period of 
application of moisture and the early drying of the 
tanned tissues. 

6. The kidneys and other organs are saved from 
the effects of fluid concentration and the absorption 
of toxins and infection. 

7. The patient is placed in greater comfort than 
by any other procedure. 

8. The patient is carried safely past the first 
twenty-four hours, the most critical period following 
a serious burn. 

9. The patient avoids the second critical period, 
that of infection and late absorption of toxic prod- 
ucts. 

10. The nursing problem is simplified, especially 
in the first twenty-four hours. 

11. Further break-down of tissues, resulting from 
long application of wet dressings, is prevented. 

12. Chilling, resulting from the long application 
of cold, wet dressings, is prevented. 

13. A thin, flexible coagulum is formed. 

14. Rapid healing of the burned areas takes place, 
with a shortened period of hospitalization. 

15. The formation of heavy contracting scars by 
early rapid healing in the absence of infection is pre- 
vented or decreased. 

16. Less skin grafting and secondary corrective 
surgery are necessary. 

In July, 1934, the author first used tannic-acid 
and silver nitrate on an extensive burn. The treat- 
ment is carried out as follows: 

The patient is given a narcotic, which is repeated 
as often as may be necessary for comfort. Fluids 
must be forced throughout. Grease and oil in any 
form should not be used. If such an application, un- 
fortunately, has been made, it must be removed with 
ether, benzene, or ethyl acetate before treatment is 
applied. All blebs must be opened and all loose skin 
and other burned tissues removed. A thorough ap- 
plication of fresh 5 per cent tannic-acid solution is 
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made by means of cotton swabs. Following this, 10 
per cent silver-nitrate solution is applied in the same 
manner. 

The local treatment now being completed, the pa- 
tient is placed in a tent heated by electric light bulbs, 
and the burned areas are dried and kept dry. Ina 
few days the coagulum begins to loosen and is re- 
moved as early as possible. When it comes away, 
large areas and not infrequently all the burned sur- 
faces will be found to be entirely healed. Occa- 
sionally moisture will be hidden beneath crusts 
where drying has not been satisfactorily accom- 
plished, and such areas are unhealed. When the 
coagulum is adherent but loose, it is removed, a 
scalpel being used if necessary. Unhealed areas are 
treated by the application of oxyquinoline sulfate 
scarlet R gauze in a single layer, over which a light 
pad of dry gauze is placed, and healing is greatly 
speeded up. STANLEY J. SEEGER, M.D. 


Kuemmell, H., and Jensen, W.: Contributions to 
the Mechanism of Action of Cod-Liver-Oil 
Wound Dressings (Beitraege zum Wirkungs- 
mechanismus des Lebertranwundverbandes). 
Deutsche Ztschr. f. Chir., 1936, 248: 238. 


The authors recognize the advantages of un- 
guentolan and have used it consistently in traumatic 
surgery and in infections for the past one and one- 
half years. The opinion of Ritter, Bruenings and 
others, that the type of ointment is immaterial and 
that the principal thing is merely the application of 
an emollient immobilizing dressing, does not agree 
with the findings. There is something unusual about 
the action of cod-liver oil. Regarding the action of 
the vitamins, opinions are divided. The vitamin 
content, the unsaturated fatty acids, and the tend- 
ency to peroxidation of cod-liver oil seems important, 
as observed by Henschen. 

Clinical investigation shows that the production of 
granulations after the application of cod-liver oil is 
very striking; large amounts of tissue substance are 
replaced from the bottom of the wound to the skin 
level, with the formation of better scars. In one case 
the rapid beneficial action of unguentolan on cell 
growth was observed in the healing of a chronic ulcer 
of the leg with sarcomatous changes. There are two 
layers of action: an “acute” layer, which is a fine 
gray membrane containing fibrin where the cells 
are acted upon directly, and a passive layer of ap- 
parently unchanged salve which acts in a purely me- 
chanical way to condense and collect the secretions. 
There is a promotion of the wound secretion with an 
increase of from 25 to 50 per cent. The flow of the 
secretion begins within an hour and is most marked 
at the borders of the wound. The secretion pressure 
is increased, attains its highest point after two hours, 
and then drops and remains at a lower level for from 
six to eight days. The secretion contains less pus. 
The condition of the surrounding skin is not that of 
maceration, but more like that of the “‘washed hand” 
in a moist chamber. When maceration or skin sup- 
puration occurs, it will heal promptly with dry 


sterile dressings in one or two days. Every wound 
dressed with unguentolan exhibits an uninterrupted 
tendency to heal, even if application of the ointment 
is interrupted. In fact, the latter procedure is 
recommended by the authors. Abscesses and nec- 
rolytic areas are disintegrated with remarkable 
rapidity. The authors have frequently punctured 
the abscesses and introduced the unguentolan, which 
procedures are shortly followed by the spontaneous 
evacuation of the abscess without incision. Regard- 
ing the action of cod-liver oil on bacteria, Loehr and 
Drygalski believe it has a bactericidal action, but 
Goertz could not find evidence of it. The authors be- 
lieve in a purely mechanical enveloping of the bac- 
teria by the oil; their bacteriological investigations 
of wound secretions do not show a decrease in the 
cultural growth of the bacteria. Cod-liver oil ap- 
pears to be antitoxic in its action, however, which 
is shown by the fact that the fever often decreased 
ten points when the abscess cavities were prepared 
and filled with unguentolan. The local rise in tem- 
perature of the affected part remains elevated much 
longer than with moist dressings. The leucocytosis 
drops about 25 per cent, but this drop occurs also 
with wet packs, and is interpreted as a partial in- 
hibition of inflammatory reaction. 

Experimental investigations by Jensch revealed 
evidence of acceleration of healing in animal experi- 
ments. Cholesterin most assuredly has some in- 
fluence, but it is not the specific factor, as Lauber 
assumes. There was observed also a definitely bene- 
ficial simultaneous influence upon distant wounds 
not dressed with unguentolan, probably a vitamin 
effect. Cod-liver oil does not have lytic properties 
in test-tube experiments, but an increase in the 
necrolysis at the place of contact of the oil and the 
pus was found, a result also found clinically. Cod- 
liver oil of itself cannot keep fresh wounds sterile; 
the bacterial growth progresses at its usual level, 
even when no inflammatory reaction takes place. 
However, cod-liver oil has a definitely antitoxic 
action upon the suppurative process, as shown by 
the fact that in experiments upon white mice the 
mortality decreased thirty per cent. 

(Franz). J. DanteEL WILtems, M.D. 


ANESTHESIA 


Amiot, L. G.: Anesthesia with Cyclopropane 
(L’Anesthésie par le cyclopropane). Anes. et Anal., 
1937; 3: 195. 

Cyclopropane is a hydrocarbon gas in which the 

carbon chain is arranged in a circle. The formula is 
CH: 

P eS It is most commonly prepared from 1 

CH:—CH2. 

to 3 dibrompropane or dichlorpropane by reduction 

with a positive metal, such as zinc. The dichlor- 

propane can be obtained from propane which 
occurs in natural gas. In France it costs about 
twenty times as much as nitrous oxide. It is heavier 
than air, moderately explosive, especially when 
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mixed with oxygen or nitrous oxide. The general 
physiological and toxicological properties have been 
determined principally by American workers. The 
odor is not unpleasant, and does not cause a feeling 
of suffocation. Its principal advantage over other 
gases for inhalation anesthesia is that only from 18 
to 22 per cent is required for anesthesia as con- 
trasted with 50 per cent for propylene, and from 
85 to 95 per cent with ethylene and nitrous oxide. 
This allows the anesthetized patient to have plenty 
of oxygen. It has quite a wide margin of safety. Its 
action on the kidneys, liver, and lungs is almost nil, 
but in strong concentrations it tends to produce 
cardiac arrhythmia, extra systoles, and a fall in the 
blood pressure. These effects can be partly elimi- 
nated by the pre-anesthetic administration of 
atropine. 

On account of its cost it should be used with a 
closed system with soda lime to absorb the carbon 
dioxide. Very little gas is used with such apparatus, 
although oxygen must be added as needed. Suitable 
valves, indicators, or bags must be contained in the 
system so that the anesthetist knows how much gas 
is being used. 

Waters, who has had the most experience with 
cyclopropane, recommends the following method of 
administration. Oxygen is first introduced into the 
mixing bag at from 8 to tro liters per minute for 
from one-half to two or three minutes. The cyclo- 
propane is then discontinued, and oxygen is con- 
tinued at from 250 to 400 c. cm. per minute. 

The author prefers to measure the gas used by 
volume rather than with a flow meter. He puts 3 
liters of oxygen and 1 liter of cyclopropane into the 
gas bag. Anesthesia is started with this mixture. He 
determines by the reaction of the patient whether 
this is a correct proportion, and then prepares a 
stronger or weaker concentration, whichever is 
indicated in the mixing bag. When the correct 
proportion is obtained, very little additional gas is 
needed and only oxygen is administered. 

The pupillary reflex is not an index of the depth 
of anesthesia with cyclopropane. Disappearance of 
the rolling motion of the eyeballs and of the corneal 
reflex indicates that the stage of anesthesia has been 
reached. Following that, the depth, rate, and 
rhythm of the breathing are the most important 
things to watch. Too deep anesthesia is charac- 
terized by a fall in the rate and diminution in the 
amplitude. Cardiac irregularities ordinarily occur 
only subsequent to these changes. 

In clinical use cyclopropane causes no increase in 
salivation or the bronchial secretion; it gives ade- 
quate muscular relaxation in safe anesthetic doses; 
it is pleasant and easy to take and causes rapid loss 
of consciousness without a feeling of suffocation. It 
seems to increase capillary oozing, and may cause 
cardiac irregularity and a fall in the blood pressure. 
In large groups of collected cases reported by 
Schmidt and Waters, the number of fatalities was 
approximately the same as with ether. It is recom- 
mended by the author for diabetic patients, patients 
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with pulmonary disease, and patients with liver 
deficiency; and for operations on the lung, cesarean 
section, and war surgery. M. M. Zrynincer, M.D. 


Lundy, J. S.: Convulsions Associated with General 
Anesthesia. Surgery, 1937, 1: 666. 


“The problem of convulsions or spasms associated 
with general anesthesia is one that is presenting it- 
self with increasing frequency. Attention was not 
called to it until 1927, and since then most of the 
reports concerning it have come from England, 
although a few have been made in this country. It 
would seem that the condition has been recognized 
by but few. It seems important that the subject 
should be presented again, as was done in 1933 by 
Sears, in the hope that a solution may be arrived at. 
The problem of convulsions and spasms associated 
with general anesthesia has been studied to some 
extent from an experimental point of view.” 

Table 1, wherein are tabulated all of the pertinent 
facts reported in each case, shows a mortality of 
18.9 per cent in the 144 cases reported. These cases 
were gathered from the literature, by correspondence, 
and through observation. These cases all fall in- 
to the category known as convulsions associated 
with general anesthesia; they were reported origi- 
nally as “ether convulsions.’’ In the literature and 
in the author’s experience, there are cases in which 
the patient was known to have, or was found later 
to have had, epilepsy. It may be that in some cases, 
as various authors have pointed out, the condition 
reported as “ether convulsions”? was confused with 
epileptic seizures, heat stroke, or muscle spasms 
attributable to ethyl chloride. Usually, there 
should be little difficulty in recognizing the epileptic 
seizure, as the fit begins suddenly with a violent 
tetanic spasm and usually subsides with a series of 
isolated clonic spasms, especially if the severity of 
the fit does not prevent the further administration 
of the anesthetic. At times, the anesthetization may 
be begun again after the first fit is over, and the 
patient may be anesthetized before another one 
appears. 

The characteristic severe convulsion associated 
with general anesthesia, to which the author calls 
attention, usually begins with twitchings in the 
face; it spreads to other parts of the body with in- 
creasing violence, and may continue for hours 
unless treated. Woolmer and Taylor, who reported 
four cases in 1936, said: ‘“The patient is a child or 
young adult with pyrexia, usually due to some 
acute septic condition. The theater is overheated. 
Atropine has been given, and the dose may have 
been excessive. The patient is deeply anesthetized 
with ether, the pupils being dilated and inactive to 
light. The color is, as a rule, good, and oxygenated 
ether is sometimes being given. The eyelids start to 
twitch, then the face, and the convulsions become 
general. In the immediately fatal cases, after five to 
ten minutes of convulsions, the respiration ceases, 
the patient goes blue, and the heart stops; in other 
cases, the convulsions stop, but the patient dies 
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later from cardiac failure; alternatively, recovery 
may follow the cessation of the convulsions.” 

The type of muscular seizure that is progressive 
and that is not of short duration may or may not 
be dangerous. The etiology may not be known, 
but in any event it seems that the important factors 
are that: (1) the convulsions probably can be con- 
trolled by the use of barbiturates given intrave- 
nously; and (2) the most dangerous cases are those 
in which there is profound toxemia, and, therefore, 
in selecting the anesthetic for such cases, it might 
be better to use spinal, infiltration, or block anes- 
thesia, a barbiturate given intravenously, or avertin 
to produce basal anesthesia, than to use an inhala- 
tion anesthetic only. In some cases of severe con- 
vulsions, the use of sodium amytal or pentothal 
sodium might be preferred to the use of evipal 
sodium or pentothal sodium because of the pro- 
longed effect of the former, but if either evipal so- 
dium or pentothal sodium is used and is not fully 
effective, it may be followed by the administration 
of sodium amytal or pentobarbital sodium. 

The table in the original article shows the value 
and character of the literature on the subject of 
convulsions associated with general anesthesia. 
Unfortunately, too few details are presented in the 
reports of cases; therefore, considerable confusion 
must exist in the mind of anyone who attempts to 
arrive at a decision in regard to the causes of the 
convulsions. When an overdose of a local anesthetic 
enters the blood stream, it may act systemically as 
a convulsant. When it is believed that a convulsion 
associated with local anesthesia is identical with the 
convulsion associated with general anesthesia, it 
only adds to the confusion that already exists. The 
author believes that convulsions which are asso- 
ciated with local anesthesia should not as yet be 
considered to be the same as those associated with 
general anesthesia, although we may come to con- 
sider them so. Some authors believe that the heat 
of summer was a causative factor, but it has been 
noted that such convulsions have occurred in the 
spring, fall, and winter, as well as in the summer, 
and that many authors do not give the time of year 
in which this untoward reaction developed. 

The thirty-three various causes or significant 
factors involved in the production of convulsions 
associated with general anesthesia which have been 
mentioned in the literature are: toxemia and septi- 
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cemia, an excessive amount of carbon dioxide in the 
system, impurities in the ether, impurities in the 
oxygen, trauma, deep anesthesia, hypoglycemia, 
the method of anesthetization, instability of the 
nervous system, an overdosage of atropine, cerebral 
anemia, alkalosis, overbreathing, an idiosyncrasy, 
a cerebral accident, disturbance of the calcium 
metabolism, ketosis, heat, youth, the use of oxygen, 
anoxemia, a latent tendency to fits, changes in the 
blood, overoxygenation, sex susceptibility, increased 
vascularity of the brain cortex, concentrated ether, 
deficiency of carbon dioxide, lightness of the anes- 
thesia, hyperventilation, anaphylactic edema, the 
hydration of protein particles in the plasma, and 
convulsant poisons. Fits caused by nitrous oxide 
and curare are respiratory fits. There are authors 
who just as definitely state that the convulsions are 
not caused by an excess of oxygen, deep anesthesia, 
excessive dose of atropine, idiosyncrasy, the use of 
oxygen, or an excessive amount of carbon dioxide. 
Rosenow and Tovell (Am. J. Surg., 1936, 34: 474) 
suggested that the condition is attributable to a 
neurotoxin or poison produced by streptococci in 
amounts insufficient to cause spasms in the absence 
of anesthesia, but which in the course of general 
anesthesia suffice to incite the muscular spasms 
characteristic of this condition. 

As the patients were children in at least 53 per 
cent of the cases in which the age was given, it would 
seem that this might be explained on the basis that 
children go into convulsions much more easily than 
adults; if so, the essential cause is not youth. The 
author was impressed with the work of Rosenow and 
Tovell, and believes that they have offered the most 
convincing explanation of the cause of convulsions 
in the cases which have been studied at the clinic. 
Most of the other explanations in the literature 
have been personal opinions. 

The author wishes to call this condition to the 
attention of those who directly or indirectly have to 
do with the administration of anesthetic agents, to 
suggest a more careful choice of preliminary medi- 
cation and anesthetic agents, and to suggest the 
administration of a soluble barbiturate intrave- 
nously for symptomatic treatment and for the con- 
trol of the convulsions so that this or additional 
treatment may be instituted in order to reduce the 
fatalities which are occurring much more commonly 
than has been realized. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Morton, J. J., and Fray, W. W.: Radiographic 
Appearances about the Shoulder Joint, with 
Especial Reference to Cyst-Like Shadows: 
Clinical Cases. Radiology, 1937, 28: 668. 


Physicians who have consulted the authors about 
the roentgenograms of the bones about the shoulder 
joint, and especially those of the upper end of the 
humerus, have often been confident that they were 
dealing with cystic changes in the humerus, clavicle, 
or scapula, with giant-cell tumors at the upper end 
of, or in the tuberosities of, the humerus. 

Careful study of the films before and after a 
negative exploration in one case led the authors to 
believe that perhaps the position of the bones was 
not that which they had been accustomed to inter- 
pret. Repeated observations in dislocations of the 
humerus with consequent abnormalities in the posi- 
tion of the bones have served to substantiate this 
view. 

The authors report seven cases in which trauma, 
infection, and disuse caused symptoms referred to 
the shoulder joint. They concluded from these 
studies that the physician must be guarded in his 
interpretation of peculiar-appearing areas in the 
bones about such joints. The roentgenological 
characteristics of bone cyst or giant-cell tumor must 
be remembered. The bone cyst is likely to be in the 


diaphysis below the epiphyseal line. A clean-cut 
area of thinning is visible in every position of the 
bone. Giant-cell tumor in the humerus is the so- 
called chondromatous giant-cell tumor described by 


Codman. It does not destroy the bone to the 
articular cartilage, but is restricted to the region of 
the greater tuberosity. The tumor does not extend 
into the head of the humerus much beyond the 
epiphyseal line. Harotp C. Ocusner, M.D. 


Peirce, C. B., and Dirkse, P. R.: Pulmonary Pneu- 
matocele (Localized Alveolar or Lobular Ec- 
tasia) ; Certain Considerations in Cystic Disease 
of the Lung. Radiology, 1937, 28: 651. 


The authors quote the statement of Weller in 
regard to “congenital cystic lung.” Weller recalled 
no instance in which changes were found in the lungs 
of newborn infants, or very young children, which 
led to the diagnosis of congenital cystic disease of 
the lung. Judging by analogy, it would be expected 
that a condition properly so designated would be 
encountered occasionally in young individuals. 

The authors believe that cystic pulmonary disease 
should be classified roentgenologically under the 
following four main titles: 

1. True congenital pulmonary cyst or cysts. 

2. a. Chronic interstitial pneumonitis with em- 

physema. 
b. Chronic bullous emphysema. 


3. Cystic bronchiectasis. 

4. Pulmonary pneumatocele (localized alveolar or 

lobular ectasia). 

The authors have had personal experience with 
only one patient in which the evidence of a congenital 
cyst was believed unquestionable. With the excep- 
tion of two reports in the literature, they have found 
no report of co-existent air-filled cystic spaces and 
closed fluid-containing cysts. 

The interstitial inflammatory changes associated 
with bronchopneumonia, or the progressive fibrosis 
in certain unresolved lobar pneumonias may induce 
sufficient contracture to cause an alveolar emphy- 
sema to become cystic in proportions. 

The development of a chronic bullous emphysema 
in patients with asthma due to expiratory obstruc- 
tion from bronchospasm may present a roentgeno- 
graphic pattern of multiple air-cysts. 

In the opinion of the authors, most of the cases 
reported since Koontz’s article appeared in 1925 
seem to resemble the third and fourth type of clas- 
sification. 

Lobular or bronchopneumonia in infancy and 
childhood may produce necrosis of the bronchial or 
bronchiolar wall, and rupture of these walls may 
allow air to pass along the septa during cough with 
the formation of subpleural blebs. 

There may, therefore, be produced (a) sacular 
to cystic bronchiectasis, (b) focal acute lobular 
vesicular emphysema, or (c) peripheral bullous 
emphysema. : 

Two cases which are reported demonstrate the de- 
velopment of a cystic bronchiectasis following acute 
respiratory infections. The authors’ concept of the 
origin of pulmonary pneumatocele is that it is the 
result of acute lobular emphysema associated with 
lobular pneumonia. They believe a persistent check- 
valve obstruction of the bronchial lumen is due to 
either non-resolution of the initial inflammation of 
the bronchus or a subsequent distortion by the 
dilated air spaces. 

The intrapulmonary character is demonstrable 
by the bronchogram or diagnostic pneumothorax. 
Four cases are presented which are examples of this 
type. The authors conclude that the term ‘‘con- 
genital” is improper in a roentgenogram diagnosis 
of cystic pulmonary disease without film evidence 
of such a lesion at birth. They doubt the congenital 
origin of cystic pulmonary disease in the majority of 
cases. 

The article is profusely and well illustrated. 

C. Ocusner, M.D. 


Heyerdahl, S. A.: On the Coutard Treatment of 
Malignant Tumors. Acta radiol., 1937, 18: 399. 


A brief general review of Coutard therapy serves 
as an introduction to the author’s observations and 
results with this method of treating malignant 


355 


356 INTERNATIONAL ABSTRACT OF SURGERY 


tumors. Heyerdahl usually uses a 4 ma. current; 
60 cm. focal-skin distance; 2 mm. cu. and 3 mm. al. 
filter; and 175 k.v. An average daily dose of 200 r 
with an intensity of from 3 to 4 r per minute is 
given, usually in 1 seance; the fields are extended 
according to the site and extent of the disease; and 
the total dose averages about 7,000 r. Efforts were 
made to reach a total dose which produced an 
epidermicide reaction with an epithelitis in the 
mucous membranes and, subsequently, epidermitis 
accompanied by scaling of the skin. 

Among the complications observed and incon- 
veniences caused by them are mentioned “early 
edema,” which is usually subcutaneous but may 
appear in the deeper-lying tissues. When the treat- 
ment involves the region of the larynx it may in- 
duce attacks of dyspnea which necessitate trache- 
otomy. An intense and early rubefaction accom- 
panied by enanthemas in the mucous membranes 
was frequently noted. Nausea and vomiting were 
rarely very marked, but occasionally required one 
or two days’ suspension of the treatment. Advanced 
cases with lymphatic metastases and a poor state of 
general health at times reacted so unfavorably that 
irradiation had to be discontinued. In some irradia- 
tion had to be discontinued because pains which 
were present were augmented rather than soothed 
by the treatment. 

This article is based on cases treated during 1932 
and 1933 with a period of subsequent observation of 
from two and one-quarter to four years. It included 
twenty-five cases of carcinoma of the larynx, tonsils, 
maxille, hypopharynx, epipharynx, palati molis, 
and tongue, and nine cases of bone tumors, five of 
which were metastatic in origin, and four primary. 
Of the former group, six remained symptom-free 
during the period of observation and three of the 
nine cases involving the bones did likewise. All of 
these cases are tabulated, and the results obtained 
in cases with various lesions are described in detail. 

In conclusion, it is stated that an insufficient 
period of observation prevents the summing up of the 
advantages of the Coutard treatment in the cases 
studied. The limited number and unfavorable types 
of cases referred for treatment also made the drawing 
of conclusions difficult. However, the author be- 
lieves that the method is very promising. It is com- 
paratively mild and permits of protracted observa- 
tion and regulation to meet individual requirements. 

Hartunc, M.D. 


RADIUM 


Pack, G. T., and Taber, L. R.: The Use of Radium 
Element Seeds in the Treatment of Cancer. 
Am. J. Roentgenol., 1937, 37: 516. 


To provide radium institutions with a very flexible 
arrangement, some time ago the authors introduced 


into the United States the plan of uniform platinum- 
filtered radium cells measuring 11.5 mm. in length, 
1.0 mm. in external diameter, and o.2 mm. in wall 
thickness. The radium content is either 1.33 mgm., 
delivering 10 microcuries-destroyed hourly, or 3.33 
mgm., delivering 25 microcuries-destroyed hourly. 
These platinum cells may be used in wax moulages, 
plaques, or trays for superficial irradiation; in special 
applicators or bombs for uterine irradiation; in 
platinum capsules for esophageal or intracavitary 
irradiation; and finally in needles for interstitial 
irradiation. 

Many times in using radium needles it is a dis- 
tinct advantage to have radium foci of the smallest 
dimensions possible. The following table shows the 
comparative measurements of the various needles 
which are used most commonly: 


Total Internal External 


length length diameter Filter 
mm. mm. mm. mm. pt. 
Gold sheath needle 
(containing radium cell) 24.5 12.0 1.9 6.5 
Treves sheath needle 
(containing radium cell) 17.0 12.0 1.8 0.5 
Martin radium needle.... 11.0 .... 1.6 0.5 
Radium element seed.... 7.5 0.3 


The radium element seed, the last in the table, 
was suggested by the authors only recently as a 
substitute to gold radon seeds. It really is a tiny 
tube with an eyelet of smooth bore at one extremity 
through which the thread for removal is inserted. 
The wall filtration is the same as for the ordinary 
gold or platinum radon seeds and therefore the same 
dosage table may be used, except for the fact that 
the intensity does not diminish exponentially as is 
the case with the decaying radon seed. The content 
of each radium element seed is 1.33 mgm., which is 
sufficient to deliver a dose of 10 microcuries-de- 
stroyed hourly, or 1,000 microcuries-destroyed (1 
millicurie-destoyed) in 100 hours. This is about the 
average dose for each seed. By withdrawing and 
reinserting the same radium element seeds in various 
parts of the tumor in a well distributed manner, it 
is possible to prolong the interstitial irradiation over 
a period as long as three weeks, as practiced in the 
Coutard method. The radium element seeds are 
inserted interstitially with the aid of a trocar of 
special design which is described in the original 
article. The authors never used these radium ele- 
ment seeds except in superficial and accessible neo- 
plasms, because of the danger that they may be lost 
in the tumor. These seeds appear to have a certain 
advantage in carcinoma of the lip, oral commissure, 
cheek, eyelid, naris, antrum, auditory canal, anus, 
parotid gland, skin, metastatic carcinoma in lymph 
nodes, and in some benign tumors, e.g., hemangioma. 

T. Leucutia, M.D, 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Stoerring, F. K.: Operation and Diabetes (Operation 
und Diabetes). Med. Klin., 1936, 2: 1589. 

Good results from operation on diabetic patients 
are possible only with the closest codperation be- 
tween the surgeon and the internist. In 1929 a 
report was issued on 110 cases of diabetic patients 
subjected to operation, who were protected from 
coma and from poor wound healing by large doses 
of insulin, or hyperinsulinization, according to 
Umber’s principle. Joslin has reported successful 
results in 789 diabetic patients operated on between 
1931 and 1935. Prophylaxis against infection is 
very important. The best results are obtained in 
diabetics with surgical diseases who do not need to 
be operated upon immediately. Even in these in- 
stances treatment with large doses of insulin is in 
place. Stoerring not only gives an additional 6 to 
10 gm. of carbohydrate with the minimum quantity 
of insulin, but after aglycosuria has been produced 
he increases the individual insulin doses by from 
4 to 8 units to obtain a decrease of the blood sugar 
to normal. It is necessary to distribute the daily 
requirement of insulin over from 4 to 6 injections 
and to watch the urinary and blood sugar values. 
If insulin edema appears, the patient must be put 
on a diet poor in salt and limited as to fluid for the 
purpose of dehydration. When these measures are 
taken gangrene of the toes not infrequently heals or, 
at any rate, ceases to progress. Moist treatment 
must be avoided. On the other hand, it is often 
difficult to bring patients into a state fit for opera- 
tion, for example, a patient suffering from both 
pyloric stenosis and severe diabetes. The situation 
is particularly difficult in cases of an acute emergency 
character. In such cases from 20 to a maximum of 
40 units of insulin are administered intramuscularly 
shortly before operation and about 15 minutes 
thereafter from 80 to 100 c.cm. of 25 per cent 
dextrose infusion are given intravenously. Mention 
is made of the fact that not infrequently comatose 
patients present pronounced signs of pseudoperito- 
nitis in consequence of toxic irritation of the 
celiac plexus. The abdomen will be board-like and 
tender, and the pulse will be small, and very rapid. 
In any case, the coma must be combated first and 
then the condition treated expectantly for a while 
unless the anamnesis provides clarification. 

For extensive operations, particularly on the 
abdomen, the author recommends: 

1. Three supplementary feedings of carbohydrate 
in fluid form, preferably as dextropur in fruit juices, 
with or without cebion, are given three to four 
hours before operation. About 24 to 28 units of 
insulin are injected intramuscularly a quarter of an 
hour previously to take care of these feedings. 


2. About one half hour before the beginning of 
narcosis from 60 to 20 units of insulin are given 
intramuscularly, and 15 minutes later from 80 to 
100 c.cm. of a 25 per cent solution of dextrose are 
injected intravenously. 

3. In case of a prolonged operation, an intra- 
venous infusion of from 80 to 100 c.cm. of a 25 per 
cent solution of dextrose together with 12 units of 
insulin is given. 

4. Not later than from three to four hours after 
the operation 24 units of insulin are administered 
intramuscularly, and fifteen minutes later from 80 
to 100 c.cm. of a 25 per cent solution of dextrose are 
given intravenously. 

5. In the evening, a drip clysma of 1,000 c.cm. of 
a 4 to 10 per cent solution of dextrose is adminis- 
tered. At the start of the drip clysma from 8 to 12 
units of insulin are injected intramuscularly and 
the same dose is repeated one half hour later during 
the clysma. 

It is a grave error to omit the insulin on the day 
of operation because narcosis is always harmful. 
Inhalation narcosis and, above all, chloroform is 
very dangerous. For brief anesthesias, eunarcon has 
proved particularly valuable because it does not 
cause nausea and vomiting. For amputations 
spinal anesthesia is recommended. In the after- 
treatment continuous hyperinsulinization is ad- 
vised as, without it, the wound heals poorly. 

(FRANZ). FLORENCE A. CARPENTER. 


De Takats, G.: Reflex Dystrophy of the Extremi- 
ties. Arch. Surg., 1937, 34: 939. 


The author believes that after a mild trauma, usu- 
ally a blunt injury affecting a wide surface, or a low- 
grade infection of traumatic or non-traumatic origin, 
partial injury to a nerve, frost bite, or a burn, there 
occurs occasionally a peculiar vasomotor and trophic 
disturbance which has been designated by a variety 
of names, depending on the outstanding symptom. 
The vasomotor disturbance may later be over- 
shadowed by trophic changes. A hard, non-pitting 
edema is only one symptom and is sometimes hardly 
noticeable. The osteoporosis is often found, but it 
should be distinguished from atrophy due to inac- 
tivity by its sudden appearance after trauma, by its 
spotty distribution, and by the accompanying pain 
and vasomotor disturbance. 

Reflex dystrophy is often mistaken for the atrophy 
of disuse, for artificial edema, for anxiety neurosis, 
or for malingering. He believes that the important 
feature of this peculiar disturbance of tissue metabo- 
lism is an exaggeration of a nutritional reflex set up 
by the initial injury or infection which does not sub- 
side when the effects of trauma or infection have 
been overcome, but becomes a fixed, self-perpetuat- 
ing mechanism in which the catabolic activities are 
predominating. 
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The author describes five cases of reflex dystrophy 
of the extremities. One followed a mild injury to,the 
soft tissues, one a pelvic lymphangitis, one an axil- 
lary thrombosis, one a nodular phlebitis of the veins, 
and one a low-grade infection of the soft tissues. 

The excision of the irritable focus was possible in 
three of his cases. Heat, immobilization, and dia- 
thermy have been successful in many of the cases of 
milder involvement; the patients for whom he had 
advised sympathectomy had already been found 
resistant to conservative therapy before the afferent 
or efferent arc of the reflex was interrupted. 

Ent C. RosrrsHex, M.D. 
Frimann-Dahl, J., and Waaler, G.: Roentgeno- 
ogical and Pathologico-Anatomical Studies on 
the Tuberculous Primary Complex (Roentgeno- 
logische und _ pathologisch-anatomische Studien 
ueber den tuberkuloesen Primaerkomplex). Acta 
radiol., 1936, Supp. 33. 

It has been definitely shown that there is a differ- 
ence between the course of the first tuberculous in- 
fection and that of additional infections in regard to 
the time of the appearance of lymph-gland affec- 
tions, the anatomical picture, and the appearance of 
lymph-node affections. In additional affections the 
lymph nodes are not infected. The organism reacts 
differently in the first attack of the tubercle bacilli 
than later. This difference is expressed in the simul- 
taneous attack upon the regional lymph nodes; the 
lungs, at the hilus, upward along the trachea or 
downward along the esophagus; the attack upon a 
single lymph node, and often upon a chain of several 
nodes. Usually the process is more extensive in the 
lymph nodes than in the organ itself. This definite 
double involvement, the formation of foci in the 
organ and lymph nodes, is called the primary com- 
plex. Aside from this associated involvement of the 
lymph nodes, the histological picture characterizes 
the primary affection so that it may be distinguished 
from later tuberculous affections. 

Norwegian von Pirquet tests have shown that a 
large part of the population arrive at adolescence 
without tuberculous infection, as only about half 
have given a positive von Pirquet reaction at the 
age of twenty years. Inasmuch as the positive von 
Pirquet reactions constantly increase with the ad- 
vance in years‘until they become almost universal, 
it must be assumed that a great number of primary 
infections occur at advanced age; and at one time it 
was thought that in such cases the tuberculous dis- 
ease develops relatively shortly after the infection 
and produces the high morbidity and mortality 
shown by the statistics. A pathologico-anatomical 
and roentgenological investigation of autopsy ma- 
terial, with special consideration of the tuberculous 
primary complex, is of interest. 

Among 200 unselected autopsies of patients of all 
ages, 142 cases, or 71 per cent, showed the picture 
of a primary complex, and it was found especially in 
47 per cent of the patients in the third decade, when 
the cause of death was not tuberculosis. The au- 
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thors are convinced that the primary complex 
always produces a characteristic picture, and that 
this picture is not produced by additional infections. 
Their figures for the frequency of the occurrence of 
the primary complex at the various age periods 
coincide with those of the von Pirquet test, especially 
in the agricultural population. 

In the cases in which tuberculosis was the cause 
of death, the authors often found that the primary 
complex appeared to be fresh, so that the anatomical 
picture, supported by the history, suggested an out- 
break of the disease shortly after the infection, even 
in adults. Therefore, primary infection with pul- 
monary tuberculosis or general tuberculosis appear- 
ing soon thereafter must occur quite often in adults 
in Norway. There frequently are cases of tubercu- 
losis in which the primary affection is of longer 
duration. In these cases it is possible that the infec- 
tion had occurred in childhood, but this cannot be 
proved. From some of the histories it is evident that 
these patients were also infected at adult age. 

The cases with positive von Pirquet reactions in 
which no primary complex was demonstrable may be 
partly explained by the fact that because of the 
small size of the lesion or its localization it was over- 
looked. Also, the lesions may have been overshad- 
owed by an extensive tuberculous process. Cases 
in which a primary complex was found, but which 
gave a negative von Pirquet reaction on clinical ex- 
amination may be explained by a too short stay at 
the hospital, ‘“‘anergic phase,’’ or by diseases, heart 
disease or icterus, which cause the von Pirquet reac- 
tion to disappear. 

In most of the cases the macroscopic and micro- 
scopic pictures point definitely to the diagnosis: the 
primary focus may be seen readily, but there are also 
other features which are difficult to interpret, es- 
pecially histological features which look like a pri- 
mary focus, but must be considered as secondary 
foci as the corresponding lymph-node focus is absent. 

In the lungs the primary foci are uniformly dis- 
tributed over the entire lung, especially in relation 
to the respiratory volume of the individual parts. 
Not rarely calcified foci occur, which give rise to 
differential diagnostic difficulties because they pro- 
duce shadows in the roentgenogram which are just as 
dense as the primary foci. Chief among these are 
calcified thrombotic arterial contents, or emboli, 
which were found in 6 cases. There is also compact 
bony tissue filling the alveoli in the form of small 
nodular corals, often called ‘“‘osteomata,”’ which was 
found in 8 cases. It was assumed that this developed 
on the basis of an unresorbed exudate. Anthracotic 
and silicotic nodules were also found. They often 
contained small necroses and were then produced at 
least partially by tuberculosis, just like calcifications 
and ossifications in cartilaginous pleural indurations. 
There were also calcified foreign bodies in 3 cases. 

A comparison of the roentgenograms taken dur- 
ing life and after death shows that small calcified foci 
both at the hilus and in the lungs are often not 
visible in the usual clinical roentgenograms and, 
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therefore, often fail to establish the diagnosis of a 
primary complex. On the other hand, there are a 
number of calcified processes that give rise to errone- 
ous interpretations, as they are considered to be 
primary foci during life. Lovuts NeuwELt, M.D 


Patey, D. H.: Experimental Observations on the 
Spread of Carcinoma by the Blood Stream, 
with Special Reference to the Difference Be- 
tween the Portal and Systemic Routes. Brit. J. 
Surg., 1937, 24: 780. 

The present work was undertaken with the object 
of comparing experimentally the spread of malig- 
nant disease by the portal and systemic routes of the 
blood stream. It is well known from clinical experi- 
ence that the incidence and distribution of blood- 
borne metastasis differ greatly in carcinoma in dif- 
ferent locations: for example, they are very different 
in carcinoma of the large intestine from those in car- 
cinoma of the breast. It is impossible to say from 
clinical evidence alone to what extent these differ- 
ences depend on the different characters of the 
tumors, and to what extent on the different ana- 
tomical relations in the two locations. Experi- 
mentally, this difficulty can be overcome by using 
the same tumor in both locations. Foulds has pub- 
lished interesting observations on the spread of a 
carcinomatous tumor of the rabbit following the 
introduction of tumor cells directly into a systemic 
vein. In particular, Foulds’s work seems to point to 
a possible resistant action on the part of the reticulo- 
endothelial system to blood-borne metastasis. The 
tumor used in the present experiments was the same 
as that used by Foulds, a carcinomatous tumor dis- 
covered by Brown and Pearce growing on the scro- 
tum of the rabbit and successfully transmitted by 
them to other rabbits by inoculation into various 
sites. For the systemic injection the ear vein was 
used; for the portal injection the animal was anes- 
thetized with ether, the abdomen opened, and the 
injection made into the main axial mesenteric vein 
of the small intestine. Surviving animals were killed 
usually about from three to five weeks after the in- 
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jection, and a general examination for deposits was 
made of the tissues and organs, excluding the brain, 
spinal cord, and the interior of the bones. 

The experiments show that under controlled con- 
ditions tumor cells reaching the blood-stream by the 
portal vein give rise to metastatic deposits in mark- 
edly fewer cases than tumor cells entering through a 
systemic vein. This corresponds to the findings in 
human malignant disease, in which blood-borne 
metastases are much more frequent in tumors of the 
systemic territory, such as carcinoma of the breast 
and nevocarcinoma, than in tumors of the portal 
territory, such as carcinoma of the large intestine. 
The results of experiments suggest that one of the 
factors responsible for the diminished incidence of 
blood-borne metastases in man, in tumors of the 
portal territory, as compared with tumors of the 
systemic venous territory, is the barrier of the liver. 
Tumor emboli entering the portal vein have to pass 
through the capillary network of both the liver and 
the lungs before they reach the organs of the sys- 
temic circulation, whereas emboli entering a sys- 
temic vein have to pass only the capillary network 
of the lungs. The portal-borne emboli are thus 
doubly filtered, and for this reason alone metastastic 
deposits would be less. It is possible that some of the 
deposits in the liver following systemic injection 
represent secondary emboli from deposits in other 
organs such as the kidneys. It is also possible, par- 
ticularly in view of Foulds’s work on the part played 
by the reticulo-endothelial system in the resistance 
to blood-borne metastasis, that the cells of this sys- 
tem in the liver play some part in the lower incidence 
of liver deposits following portal injection, and also 
in the lower total incidence of deposits. 

The experiments also confirm the marked selective 
affinity of certain tumors for certain organs. In spite 
of the double barrier of the capillary network of the 
liver and the lungs, the kidney was the organ which 
most frequently showed deposits after portal injec- 
tion, as well as after systemic injection. Anatomical 
vascular factors seem to play a subsidiary part in this 
selective affinity. Josepn K. Narat, M.D. 
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